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THE OPERATIVE TREATMENT OF IN- 
TRACTABLE CARDIOSPASM.* 
Witty Meyer, M. D., 

NEW YORK. 


The average case of cardiospasm yields to me- 
chanical stretching of the cardia. This can be 
done through the stomach or through the mouth. 

The late v. Mikulicz was the first to incise the 
stomach, introduce a long forceps through the 
cardia from below and spread its branches in vari- 
ous directions (Centralbt. f. Chir., 1904, p. 1362). 
Five patients thus treated were cured and remained 
so during the time of observation; one, who de- 
veloped a perigastric abscess, was much improved. 

In more recent years the well-known. cardio- 
dilator of Einhorn, which is passed by way of the 
mouth, and which greatly has simplified the pro- 
cedure practised by v. Mikulicz, has been success- 
fully used in the majority of cases. 

However, not all cases of this type will yield to 
simple stretching. In spite of repeated divulsion 
the spasm returns. Then, too, we occasionally see 
inveterate cases, which cannot thus be cured. Not 
long ago I had the chance of seeing in consulta- 
tion a lady in whom nine years before gastrostomy 
had been done for impermeable cardiospasm. She 
never regained the ability to swallow. Often she 
sits down at the table with her family and partakes 
of the meals. However, she simply fills the large 
supra-diaphragmatic esophageal pouch. After a 
little she is obliged to leave the table and regurgi- 
tate the food. Feeding goes on by means of the 
gastric fistula. 

If an attempt is made to pass a bougie or the 
dilator into the stomach of such a patient, it will 
usually, after passing the mouth and upper por- 
tion of the esophagus, slip sideways into the pouch 
which has formed above the diaphragm. The help 
of the esophagoscope is required to accomplish the 
task. 

Plummer’s ingenious method will probably also 
show the way, when these mechanical difficulties 
are met with. But even if divulsive stretching of 
the cardia be successful, it will often be unsatisfac- 
tory in the end, as the attenuated muscular pouch 


"Read, in part, before the American Gastro-Enterological Asso- 
Ciation, at its Philadelphia meeting, April, 1911. 


of the esophagus has lost its contractility in these- 
patients. 

This group of cases we call intractable. 

In order to here achieve better results operative 
measures come into consideration. 

Two different types of operative procedure are 
at our disposal. (1) Esophagoplication and vago- 
lysis with the help of thoracotomy, without attack- 
ing the cardia itself, and (2) cardioplasty. 

I.—EsOPHAGOPLICATION AND VAGOLYSIS. 

I have so far operated according to this plan 
three times. 

Case I. In the spring of 1910, Mrs. R. M., 47 
years of age, suffering from cardiospasm of long 
standing, came under my care in the wards of the 
German Hospital, through the courtesy of Dr. Max 
Einhorn. The cardia had never been dilated. Im- 
mediately above the diaphragm a large esophageal 
pouch had formed, into which regularly slipped the 
instruments that were introduced downward. Its 
presence was also clearly demonstrated by the radio- 
graph. Sounds passed almost 4 inches further 
down than under normal conditions without ever 
entering the cardia. The trouble was of the invet- 
erate type. The disinclination of the patient to go 
through life with a gastric fistula which had to be 
established on urgent indication, induced me to try 
to help her radically. Esophagoplication and vago- 
lysis seemed to be best adapted to her much re- 
duced condition, for thoracotomy under differentia} 
pressure does not take the patient’s strength any 
more than an abdominal incision. 

On May 31, 1910, the thorax was opened 
under positive pressure and a large pre-cardiac 
pouch found, as diagnosed. Both pneumogastric 
nerves were thoroughly separated from the 
esophagus and the tiny fibres entering the same 
were thereby torn (vagolysis). Then two longi- 
tudinal double folds of the pouch, several inches 
long, were raised and stitched together with 
interrupted silk sutures, the same as is done in 
gastroplication (double esophagoplication); the 
esophagus was then dropped back into its bed 
and the thorax was closed.* Not long after 
the operation the ability to swallow any kind of 
food, liquid as well as solid, returned spontaneously. 
Half a year later the patient was presented before 
the New York Surgical Society on November 23, 
1910,¢ and also before a number of other medical 
societies. She was in splendid condition, having 
gained many pounds, and was considered cured. 

*For details of this operation, see Jour. of the Am. Med. Ass’n, 


May 20, 1911. 
fAnnals of Surgery, 1911. Vol. 53, page 293. 
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Two months later she contracted a severe attack of 
influenza-pneumonia, shortly after which a place in 
the thoracotomy scar softened and soon had to be 
incised, giving exit on and off to a small quantity 
of the food swallowed by the patient. A thoracic 
esophageal fistula became established. Evidently 
one or more of the silk sutures in the esophageal 
wall had caused a perforation. Swallowing mean- 
while continued with perfect ease. The patient re- 
fusing further operation, better drainage could not 
be provided for; irregular, septic fever set in, and 
she died of posterior suppurative mediastinitis on 
May 28, 1911, about twelve months after the intra- 
thoracic operation. Autopsy corroborated the diag- 
nosis. 

Case II. Male, 44 years of age, referred by 
Dr. L. Kast; dysphagia of five years’ standing. 
Careful analysis of the clinical symptoms, 
sounding with esophagoscope, radiography and 
repeated divulsion of the cardia proved the 
presence of an intractable cardiospasm; food 
passes down with difficulty and only by means 
of active intrathoracic pressure on the part of 
the patient. The same operation as above was 
decided on. No preliminary gastrostomy. May 
25, 1911, in negative chamber, incision of ninth 
intercostal space. Pouch not as large as in first 
case. Double vagolysis and single esophagoplica- 


tion with interrupted chromicised catgut sutures. 
Immediate drainage of the thoracic cavity through 
additional incision in 1oth intercostal space, with 
cigarette drain, rubber-dam covering the latter; 


dressing. Patient remains under positive differen- 
tial pressure for 20 hours. After another 24 
hours’ stay in one of the observation rooms of 
the thoracic pavilion of the German Hospital he 
is returned to his room. (This is the second case 
in which I used immediate free drainage after an 
intrathoracic operation combined with keeping the 
patient under continued differenual pressure.) 
Rectal feeding for three days; repeated hypoder- 
moclysis; then sterilized fluids allowed. A few 
days later swallowing becomes easier. Patient soon 
takes his regular meals, considers himself cured. 

On the 6th day after operation, first change of 
deep dressing ; cigarette drain removed; fluid found 
in pleural cavity; rubber tube inserted; protracted 
healing of cavity; the former difficulty in degluti- 
tion gradually returns, though much less marked 
than formerly. It seems that the formation of 
cicatricial tissue around the esophagus following the 
necessarily prolonged drainage, has been an im- 
portant factor in disturbing the good functional 
cesult primarily obtained. 

Patient has retained his weight. He intends to 
re-enter the German Hospital for further treatment. 


Case III. (Dr. C. Savini.) J. C., 46 years of 
age. Only fluids could be swallowed during last 
five years. Operation on stomach at another hos- 
pital, without benefit. No treatment for last three 
years; regurgitation of fluids frequent. Wasser- 
mann reaction, negative. Dr. Einhorn kindly saw 
the patient with me in the ward of the German Hos- 
pital. His duodenal bucket passed the cardia after 
a while; he made the diagnosis of organic stricture, 


probably in consequence of former ulcer at cardia. 
As symptomatic treatment seemed to promise little 
or no permanent result, surgical intervention was 
decided on. 

Operation, June 26, 1911, under negative pres- 
sure. After vagolysis and lifting up of lower end 
of esophagus on piece of twisted gauze, the sound, 
introduced by narcotizer, distinctly passes through 
cardia, though with some difficulty. Possibility of 
cardiospasm discussed; original plan of doing a 
transthoracic cardioplasty abandoned and single 
esophagoplication added to the separation of both 
pneumogastrics; again drainage in complementary 
space (Ioth intercostal), this time by means of a 
thin cigarette drain with a split rubber drainage tube 
on either side. Thoracotomy wound closed entirely 
as in former cases; rubber dam covering drains; 
dressing. Patient remains under differential pres- 
sure for 15 hours; then transferred to observation 
room, where he remains for another day; returned 
to ward in splendid condition; uninterrupted re- 
covery; primary union. of thoracic incision; drain- 
age wound definitely closed after four weeks; func- 
tional result negative; Dr. Einhorn’s diagnosis of 
organic stricture evidently correct. So far, patient 
has not given his consent to the proposed trans- 
thoracic cardioplasty. 

The question as to what brought about the spon- 
taneous cure of the esophageal disease in case 1, 
and for the first few weeks in case 2, is of interest. 
Did the cardiospasm which had been present for 
I5 and.5 years, respectively, cease as a result of 
the interruption of innervation of the esophageal 
muscles consecutive to the separation of both pneu- 
mogastrics from its sides, or was it due to the re- 
duction in size of the supra-diaphragmatic pouch 
by means of the double and single plication? 

I believe both factors are responsible, although 
I am inclined to believe that the separation of the 
nervi vagi from the esophagus plays the more im- 
portant role. In a future similar case I shall do 
this nerve separation only and then watch results. 
If such nerve separation prove sufficient, this would 
again mean a step forward. The sutures for the 
double plication of the pouch would then be dis- 
pensed with altogether. Such finding would also 
throw light on the real cause of cardiospasm. The 
only regrettable point as regards throwing such 
further light on this interesting chapter is that 
these cases are so rarely met with. 

In view of the fact that the ability to swallow 
has been seen to return spontaneously as a result 
of the operation above described, it would seem 
that the latter is worthy of further trial in cases 
of intractable cardiospasm, at least in cases in 
which the general health of the patient has become 
greatly impaired. But if the patients are not too 
much reduced, I should favor cardioplasty as the 
more radical operation. 
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II.—CarbDI0PLASTY. 
The cardia can be approached for operation by 
two routes: (1) from below, by way of the peri- 
toneal cavity; (2) from above, transthoracically. 


1.—Abdominal Route. 

Wendel, of Magdeburg, in 1909, selected this 
route for the first time. He performed osteoplas- 
tic resection of the costal arch, following this by 
a plastic operation on the cardia, adopting the 
technic of pyloroplasty by the Heineke-Mikulicz 
method : 

Female, 46 years of age; difficulty in deglutition 
for 6 years. Oblique incision parallel with costal 
arch; resection of 7th costal cartilage; division of 
6th in its middle; arch raised; cardia well reached, 
corresponds to size of stout finger; constricted por- 
tion 4 cm. long; no signs of inflammatory process. 
Double ligation and division of artery which crosses 
the cardia in transverse direction. On pulling 
downward, lower part of esophagus becomes visi- 
ble; it is greatly distended. Esophagus lifted on 
piece of twisted gauze and therewith closed; large 
clamp compresses stomach below cardia; careful 
tamponade. Longitudinal incision from lowest end 
of esophagus through cardia down to stomach, 
wound pulled in transverse direction by two small 
sharp hooks and then closed by sutures arranged 
in double row; there is no muscular hyperplasia. 
The picture corresponds to an annular spastic con- 
traction of the intestine. Diaphragm stitched on 
to the new-formed cardia and the whole field of 
operation covered by a transversely running fold 
of the stomach which is stitched up all around to 
the serosa of the diaphragm. Addition of gastric 
fistula according to the Frank-sabanajew method. 
Closure of abdominal wound with temporary drain- 
age. Rapid and permanent recovery. One year 
later patient had gained over 50 lbs., swallowed 
food without obstruction; was able to work. 

As far as I could find this is the only operation 
of its kind reported in recent literature. Techni- 
cally, it appears rather difficult. It would seem 
that opening the chest under differential pressure 
atid pulling the cardia into the thorax for the plas- 
tic work would simplify the procedure. This is 
the plan of operation I proposed in connection with 
case No. 3, reported above. 

2. Transthoracic Route. 

There is no record of this operation having been 
performed upon the human subject. In dogs it 
has given excellent results. In my experimental 
work at the Rockefeller Institute this season I have 
done it four times with four recoveries. Each 
time the technic was somewhat varied. 

In dogs the cardia is tightly surrounded by the 
diaphragm in the foramen esophageum, in contra- 
distinction to its very loose connection in the 
human being. In fact, in the latter it is so loosely 
connected that the cardia can be drawn from above 


into the thoracic cavity just as far (1% to 2 
inches), without opening the peritoneal sac, as it 
can be drawn downward into the abdomen, with- 
out entering the pleural cavity. This anatomical 
condition renders operation upon the cardia in man 
simpler than in dogs. In the latter we have to 
bluntly enter the peritoneal cavity with the forceps, 
loosen the cardia and pull it up sufficiently to be 
able to do good work. 

I shall now briefly state the variations of cardio- 
plasty through the thorax, according to the 
Heineke-Mikulicz method of pyloroplasty I have 
practised in dogs: 

Gauze tampons having been properly placed to 
protect the peritoneal and pleural cavities— 

a. Longitudinal incision of cardia, stretching the 
wound in transverse direction; typical 2-row clos- 
ure as in gastro-enterostomy. Free transplanta- 
tion of a piece of fascia (Konig) of the rectus 
muscle which surrounds the field of operation like 
a cuff; proper fixation of this cuff with a few in- 
terrupted sutures. Closure of thorax. 

b. Same as before, but instead of the transplan- 
tation of a piece of fascia, a broad fold of stomach 
is stitched up to cover line of esophageal suture. 

c. Same as under (a), again without fascia trans- 
plantation, peritoneal cavity widely opened; dia- 
phragm stitched up to esophagus in order to place 
suture line in esophagus intraperitoneally. 

d. Same as in (a), also without fascia trans- 
plantation; diaphragm stitched to stomach, leaving 
operating field intrathoracically. 

As stated above, every dog of this series made 
an uninterrupted recovery. 

On account of the extreme thinness of the human 
esophagus I should in the ordinary case surely add 
a free fascia transplantation, according to Konig, 
in order to protect the suture line. If inadvertently 
the peritoneal cavity should be opened on pulling 
the cardia up, which, however, is not likely to oc- 
cur, I should prefer to stitch the diaphragm on to 
the stomach, the wall of which will well stand the 
continuous unrest of the diaphragm. I should 
further add immediate drainage of the pleural cav- 
ity and keep the patient under continued differen- 
tial pressure for the first 15 to 20 hours, according 
to the method used at the German Hospital 
(Centralbl. f. Chir., No. 1, 1912), or with Tiegel’s 
drain (Centralbl, f. Chir., No. 10, 1911). 

In view of what has been stated, it seems that 
the future bids fair to corroborate the assumption 
that, in the light of modern surgery, there. still 
seems to be a chance of improvement or cure even 
for patients afflicted with supposedly intractable 
and long-standing cardiospasm. 
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SHOULDER DISABILITY 
(STIFF AND PAINFUL SHOULDER). 
Wa tter M. Brickner, M.D., 
Surgeon to the Philanthropin Hospital; Adjunct 
Surgeon, Mount Sinai Hospital, 
NEW YORK. 


That a distressing and obstinate stiffness and 
painfulness of the shoulder may develop either after 
trauma (even by comparatively slight and by in- 
direct violence) or without any antecedent trauma, 
is a common experience in every surgical clinic, and 
the condition itself is almost as puzzling in ac- 
curate diagnosis and as tedious in management as 
it is frequent in occurrence. 

Most of such shoulders are both “stiff and pain- 
ful,” but since, especially in the subacute and 
chronic cases, either the pain or the loss of func- 
tion may greatly preponderate, we may adopt the 
general term “shoulder disability” as descriptive of 
the group to be considered. 

Very briefly to sketch the chief clinical features 
of these cases*: The most prominent symptom, and 
usually the chief complaint, is limitation in abduc- 
tion of the arm. This may be so marked in the 
cases in which pain is a prominent feature that the 
patient can lift the arm but 45°, more or less, from 
the body, or it may be only an inability to abduct 
beyond a right angle—(e.g., the patient cannot 
brush his hair). Rotation of the arm may be 
markedly limited, or fairly free. External rotation 
is usually chiefly affected, but in most cases inter- 
nal rotation is at least sufficiently interfered with 
to prevent touching the hand to the back. The 
patient may be able to swing the arm fairly freely 
in the sagittal plane. Often there appears to be 
actual mechanical interference with the movements 
of the arm, and, indeed, in the more chronic cases 
of stiff shoulder this undoubtedly exists, but in the 
acuter cases the limitation seems clearly to be 
due chiefly or entirely to pain—either as voluntary 
inhibition of motion or as involuntary spasm. 
Passive motion is always more free than active, but 
in acute cases it may be much limited by pain, and 
in chronic cases by actual stiffness (especially in 
abduction). 

Nor is the pain always that of motion only. Spon- 
taneous pain is a distressing feature of many cases, 
often interfering with sleep—e.g., the patient finds 
that he must support his arm at night on a pillow 
or on his chest. The pain is greatest in the shoulder 
itself, and especially, as a rule, in the region of the 


*I shall purposely deal only with the most striking clinical aspects 
of these conditions, and shall also avoid discussion of the physiology 
= aw ef the tissues involved. For these see articles re- 

er te. 


acromion process and the deltoid, but it may radiate 
down the arm and into the forearm—occasionally 
even into the hand. 

In chronic cases of stiff shoulder there may be 
little tenderness, but even in fairly long-standing 
cases there are usually one or more points at which 
pressure causes pain, and in the more acute and 
subacute cases there are often points of exquisite 
tenderness. In those cases of disability caused by 
subacromial (subdeltoid) bursitis such a point of 
tenderness is found over the deltoid muscle just ex- 
ternal to the acromion process, with its maximum 
somewhat anteriorly ; this tenderness may disappear 
as the arm is raised (and the bursa is carried up 
under the acromion). A usually more diffuse ten- 
derness in the same locality may be caused by frac- 
ture of the greater tuberosity. Tenderness at other 
points will be referred to below. Carefully located 
and interpreted in connection with other clinical 
signs, these areas of tenderness are of decided diag- 
nostic value. 

There is no deformity—other than more or less 
flattening of the shoulder, due to atrophy (from 
disuse) of the deltoid and spinati—and no swell- 
ing.* Slight crepitation is sometimes elicited on 
rotating the arm. (A gross fracture or joint lesion, 
causing marked crepitation, is, of course, accom- 
panied or often followed by disability, but it is not 
with these forms of shoulder lesion that we are 
dealing. ) 

These then are the signs and symptoms that are 
presented by the “stiff and painful shoulder” and 
by the variations of which the grades of “shoulder 
disability” are marked. 

The limitation in motion—amounting sometimes 
almost to a scapulo-humeral fixation—suggests to 
the unwary the diagnosis of arthritis, of joint anky- 
losis. The stiffness and the pain in the region of 
the joint captures the all too frequent verdict of 
rheumatism. The loss of abduction and wasting of 
the deltoid suggest the often hitherto applied diag- 
nosis “circumflex paralysis.” And radiation of 
the pain, hyperalgesic areas, and muscular weak- 
ness and wasting have caused many of these cases 
to be treated for brachial neuritis. 


Those more critical who have recognized that 
these cases of shoulder disability are not any of the 
conditions just mentioned have been sorely puzzled 
to determine what lesion, if any single lesion, is the 
cause of stiff and painful shoulder. In 1867 Jar- 
javay’ described acute bursitis as a consequence of 
injuries to the shoulder and torsion of the arm. Five 


*Occasionally an effusion in the subacromial bursa causes a visible 
swelling. 
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years later Simon Duplay* described “periarthritis 
of the shoulder” (periarthrite scapulo-humérale) 
and recognized chronic subdeltoid bursitis as one of 
the important lesions in this pathological condition. 
In one patient with stiff and painful shoulder fol- 
lowing trauma, -who died of pulmonary congestion 
after brisement, Duplay found at autopsy extensive 
adhesions in the subdeltoid bursa and connective 
tissue thickening about the median and internal cu- 
taneous nerves and in the periarthric tissues. Du- 
play advised for these cases of “periarthritis” for- 
cible abduction under narcosis, followed, if there be 
atrophy, by massage, douches and electricity. In 
1902 Kiister* elucidated the anatomical and me- 
chanical relations of the subdeltoid, or as he called 
it, the subacromial bursa, and described subacro- 
mial bursitis as an occasional lesion in stiff shoulder. 

In spite of the suggestion contained in these three 
contributions and in occasional clinical publications 
quoting from them, shoulder disability continued 
to be an obscure and puzzling condition. Sur- 
geons in general got no nearer the recognition of 
its pathology than the acceptance of the somewhat 
vague notion of a “periarthritis’—the term applied 
by Duplay. 

If I may be permitted to quote myself, the con- 
fusion in my own mind and in that, I think, of 
the surgical profession generally, concerning 
shoulder disability seven years ago, may be well ex- 
pressed by the following editorial which I published 
in THE AMERICAN JOURNAL OF SURGERY: 


DisABILITY AFTER SHOULDER TRAUMA. 
‘Much pain and prolonged or even permanent in- 
complete loss of function are so often the unfor- 
tunate results of injury to the shoulder by slight 
violence, their anatomical causes are so obscure and 
the treatment is so unsatisfactory that any rational 
contribution to the subject is most welcome. In the 
Medical News, June 3, 1905, Alfred S. Taylor ex- 
presses the opinion that often in disabilities follow- 
ing a fall upon the shoulder the essential lesion is a 
palsy, produced by overstretching of the brachial 
plexus, entirely comparable to obstetrical palsy in 
infants, while in shoulder disabilities following a fall 
forward upon the outstretched hand the plexus is 
similarly injured by pressure between the clavicle 
and the first rib. 

“In six or eight cases which he saw at clinic he 
elicited the history ‘that the patient had so fallen as 
to strike on the head and shoulder simultaneously 
and force them suddenly apart.’ Such an accident 
would, indeed, cause stretching of the brachial 
plexus, but there is reason to believe that in most of 
these cases the head is not involved in the fall, and 
usually, moreover, there is no evidence of violence 
sufficient to produce the stretching required. While 
steady traction, not violent, will produce brachial 
palsy, as in narcosis-paralysis, monentary stretching 


must be by considerable force to effect the same re- 
sult. Although Taylor’s description may apply in 
some cases, in most there is certainly no extensive 
palsy of the Erb type, and atrophy is not as marked 
a sign as in his cases. Inability to raise the arm be- 
yond go° from the body and pain in the shoulder, 
and often, also, in the deltoid insertion, are features 
common to so many of these cases that one is, in- 
deed, tempted to seek an anatomical explanation ap- 
plicable to all. We cannot accept injury to the 
plexus as this explanation—although such injury no 
doubt exists in some cases, and although there may 
be reason to believe that the circumflex nerve has 
been damaged in still a larger number of the cases. 

“There are so many anatomical factors that may 
enter, and so many different ways (directions and 
degrees of force) by which the trauma is inflicted 
that we have not yet been able to recognize any one 
lesion as the common cause of the disability. In 
most cases the damage appears to be in, or in an- 
atomical connection with, the joint itself. The oc- 
currence of a brief subluxation of the humerus has 
not been satisfactorily demonstrated. Multiple bur- 
sitis about the joint—especially subdeltoid bursitis 
—may account for the pain and disability, but per- 
haps does not entirely explain the chronicity. Cap- 
sular tears and displacement of the glenoid cart- 
ilage cannot be demonstrated clinically, nor can they 
be excluded. Chipping of the glenoid rim, or even 
more extensive fractures, skiagraphs to the contrary 
notwithstanding, certainly occur in some of these’ 
cases. 

“The question is of more than academic interest, 
for if injury to the plexus is assumed to be the fun- 
damental lesion (and Taylor does not claim that it 
is in all cases), then the treatment he advises would 
be rational, viz., ‘immobilization of the extremity 
for three weeks to effect nerve repair,’ whereas clin- 
ical experience teaches that in most of these cases 
of shoulder disability early, persistent, active and 
passive movements should be instituted.” 


This editorial was written in August, 1905. In 
May, 1906, Codman, of Boston, published an arti- 
cle in which he asserted that subdeltoid (or as he 
now also prefers to call it), subacromial bursitis, is 
the common cause of “stiff and painful shoulders.” 
In this article*, and in a longer one® published in 
1908, Codman emphasized the extent of this bursa 
and its physiological and anatomical bearings; he 
asserted the importance of the supraspinatus muscle 
in initiating the movement of abduction, called at- 
tention to the relation of the tendinous expansion 
of this muscle, at its insertion, to the floor of the 
bursa, and described injuries to this tendon as some- 
times constituting part of the picture of subacromial 
bursitis in cases of stiff and painful shoulder ; he re- 
ported several cases of subacromial bursitis, and he 
described the signs and symptoms of the three types 
of the affection into which he divided it, and the 
treatment he would employ. 
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I have found that a great many of the profes- 
sion are unfamiliar with these teachings of Codman, 
and that among those who have read his publica- 
tions, there are some who rush to the diagnosis of 
subdeltoid bursitis in every case of shoulder dis- 
ability, especially if they can elicit a tender spot 
near the point of the shoulder, and some who, on 
the other hand, pooh-pooh the demonstrations of 
Codman and assert that subacromial bursitis far 
from being the cause of stiff and painful shoulder, 
is a comparatively rare affection. 

In a discussion at a recent meeting of the Sur- 
gical Section of the New York Academy of Medi- 
cine, an orthopedist stated, among other things that 
are unsupported in fact, that one is justified in 
diagnosing subacromial bursitis only when there is 
actual local swelling or even fluctuation, that the 
bursal adhesions described by Codman and others 
were normal septa, etc. In the same discussion a 
neurologist presented cases of brachial neuritis and 
tried to establish, inferentially, that the localized 
tenderness and the limitation of movement in many 
or most of the cases diagnosed bursitis are due to 
brachial neuritis. In true brachial neuritis the char- 
acter and distribution of the pain, the disturbances 
in sensation, the sensitiveness over the plexus, the 
tenderness over the brachial cords as opposed to 
tenderness on the point of the shoulder, the demon- 
strable paresis of the muscles, as opposed to spasm, 
ought to clearly differentiate the condition from dis- ° 
ability due to bursitis, fracture, periarthritis; and 
in borderline cases, where one cannot exclude neu- 
ritis of some branches of the plexus, it would ap- 
pear that this nerve involvement is secondary to, 
and only a feature of, periarthritis—as asserted by 
Duplay and by Kiister. 

I appreciate the difficulty, in many cases, of dis- 
tinguishing between injury to or inflammatory proc- 
esses about a joint and neuritis. Thus, I have seen 
a surgeon mistake an undoubted radial neuritis for 
an inflammatory process in the wrist, and, per con- 
tra, I have seen a straightforward case of subcora- 
coid bursitis mistaken by a neurologist for a brachial 
neuritis. The subcoracoid bursa (bursa coraco- 
brachialis), the second largest bursa of the 
shoulder, lies to the outer side of the coracoid tip, 
between it and the coraco-brachialis and subscapu- 
laris muscles. In this case the patient had sponta- 
neous pain at this point, marked tenderness limited 
to a spot just external to and beneath the tip of the 
coracoid, pain in the shoulder when drawing the 
arm forward as in putting on a coat, difficulty in 
holding the arm in the horizontal position, and pain 
in the coracoid region when the arm (coraco-bra- 
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chialis) was pulled upon. The tenderness and the 
apparent weakness of the deltoid were taken as evi- 
dence of neuritis. 

Several years ago Finney® called attention to 
cases of weakness and pain about the shoulder, with 
marked tenderness just below the coracoid tip, and 
sometimes on the posterior aspect of the shoulder; 
the arm hangs limp; if raised to the horizontal, it 
falls; bringing it forward gives pain. Finney did 
not know the nature of this condition, but he found 
that it yielded readily to daily application of the 
Paquelin cautery. 

I am myself inclined to believe that Codman over- 
estimates the frequency of the occurrence of suba- 
cromial bursitis, that his classification is not suffi- 
ciently complete, and that perhaps both his clinical 
descriptions and his mechanical explanations may 
need some modification, but my own experience 
with a large number of cases of shoulder disability 
convinces me that Codman is right in describing 
subacromial bursitis as a frequent cause—perhaps 
the most frequent single cause—of stiff and painful 
shoulder. And I am equally convinced that suba- 
cromial bursitis and shoulder disability are by no 
means synonymous, and that in many cases we must 
seek another explanation. Knee disability is prob- 
ably more common after local injuries than is 
shoulder disability, yet no one would assert a pathol- 
ogy common to all cases of stiff and painful knee. 

From a large number of cases of shoulder dis- 
ability which I have seen in my own practise, at the 
hospital, and, especially, in the out-patient surgical 
department at Mt. Sinai Hospital which I formerly 
conducted, I have selected only a few by the citation 
of which, in connection with the presentation of 
several radiograms*, I desire to draw attention, 
first, to. some features of subacromial bursitis not 
elsewhere described, and, second, to other lesions 
that sometimes underlie shoulder disability. 

The first case in which I was able to demonstrate 
beyond peradventure the presence of a subacromial 
bursitis occurred over two years ago in the service 
of Dr. Lilienthal at Mount Sinai Hospital: 

H. K., peddler, aged 58, was admitted October 
29, 1909. 

Previous and Family History.—Negative. For 
ten years he had had a small subcutaneous tumor 
on the flexor aspect of each forearm—the larger one 
on the right side. : 

Present History—About three weeks ago his 
tight arm was twisted while spreading out a heavy 
roll of carpet. Since then he has had increasing 
pain in the right deltoid region, radiating down the 
anterior aspect of the arm and forearm. The pain 


thea the hospital radiographic laboratory by kindness of Dr. 
laches, 


now involves the entire shoulder region, anteriorly 
and posteriorly. It is constant and severe. Move- 
ment of the shoulder causes agony. Sleeps at night 
with his arm on his chest. No general symptoms. 

Examination, — Subfebrile temperature (99°- 
100°). Marked stoop shoulder. Emphysema. Ex- 
pression of pain. Small lipoma on each forearm. 
No muscular weakness or sensory disturbance. No 
tenderness over brachial plexus. No appreciable 
atrophy at shoulder. No swelling. Can abduct arm 
but a few degrees; beyond that, spasm and pain. 
Outward rotation (active and passive) very lim- 
ited ; inward rotation fairly free. Can swing arm in 
sagittal plane without great pain. Just external to 
the acromion process, anteriorly, there is exquisite 
tenderness. Over other spots in the deltoid region 
the tenderness is much less marked. There is slight 
tenderness on pressure over the upper portion of 
the scapula (supraspinatus). Pressure against the 
axillary aspect of the humerus, just below the head 
of the bone, causes exquisite pain. 

The radiation of the pain into the region of the 
tumor in the right forearm had suggested the diag- 
nosis of neuroma; spinal cord lesion and periar- 
thritis were among the other diagnoses offered. 
The physical signs and history elicited as above, sug- 
gested to me the presence of a subacromial bursitis, 
and the x-ray picture (Fig. 1) confirmed the diag- 
nosis. In it will be seen a pronounced shadow oc- 
cupying part of the bursal site. 

At operation (by Dr. Lilienthal) sterile pus was 
evacuated from the bursa, adhesions were broken 
down, and a calcareous deposit in the floor of the 
bursa and in the supraspinatus tendon was cut away 
with scissors. 

The man’s pain was promptly ended by the opera- 
tion and his shoulder stiffness gradually diminished. 

The second x-ray picture (Fig. 2), taken soon 
after operation, shows no abnormal shadow. This 
is of interest as demonstrating that a negative x-ray 
find is to be expected in most cases of subacromial 
bursitis, for here much of the thickening of the wall 
of the bursa must have remained at the time of the 
second exposure. 

The marked tenderness on pressure against the 
inner or axillary aspect of the arm (humerus) 
which I have noted in two other cases of undoubted 
subacromial bursitis puzzled me greatly until cad- 
aver dissections* supplied the explanation which 
should earlier have occurred to me. Numerous fila- 
ments of the circumflex nerve are in intimate rela- 
tion with the bursa. At the point where I have 
found tenderness the circumflex passes down to 
wind behind the bone. The phenomenon is, there- 
fore, I think, due to sensitiveness in an irritated 
and perhaps inflamed circumflex nerve. I have 
never seen a case of circumflex paralysis nor one of 
circumflex neuritis, per se, but I feel reasonably 


*At the New York College of Physicians and Surgeons, by 
courtesy of Prof. Huntington. 
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sure that many of the cases of shoulder disability 
attributed to circumflex palsy were instances of 
subacromial bursitis. 

Painter?* reports a few cases and Codman*?° 
three in which a calcareous or sebaceous deposit 
was found at operation, as in the case I have cited, 
and Codman notes that it lay not in the bursa, but 
rather in the supraspinatus tendon beneath it, as in 
our case. This form of bursitis does not well fit 
into any of the three classes provided by Codman. 

Nor does he describe (hyper) acute suppurative 
subacromial bursitis, two cases of which I operated 
upon on the second surgical service of Mount Sinai 
Hospital. One was an infant of five weeks,who had 
suffered some trauma to the shoulder three days 
previously. The other was a girl of 18, who de- 
veloped an empyema thoracis and then the shoulder 
suppuration as complications of pneumonia. In 
both cases the pus occupied the subacromial bursa, 
the walls of which could be traced with the finger 
below, externally and above under the acromion. 
Anteriorly I am not sure that the pus had not 
broken the confines of the bursa and extended some- 
what towards the axilla in the periarthric tissues. 
The joint was not involved in either case. Both 
patients made prompt recoveries. In the infant the 
staphylococcus albus was recovered from the pus 
and in the adult a streptococcus. 

A few cases under observation make me sug- 
gest, tentatively, that there may be also a form of 
mild, recurrent subacromial bursitis, relieved by 
aspirine and perhaps rheumatic in origin. 

Nor must we pass by, without mention, the occa- 
sional occurrence of tuberculous subacromial bursi- 
tis. A case in which tubercle bacilli were found in 
the bursal contents was reported by Bilhaut?. 

Except the one above cited none of the cases of 
subacromial bursitis that I have seen have I fol- 
lowed to operation. Some yielded gradually to less 
radical measures ; others failed to return to the hos- 
pital or dispensary for treatment. 

Figures 3, 4 and 5 show exquisitely the deposit 
in the subacromial bursa. They are all three from 
adult male cases of typical shoulder disability, with 
marked tenderness over the apex of the shoulder, 
just below and external to the acromion tip. 

It must be remembered that in many cases, espe- 
cially the acuter forms, that clinically must be re- 
garded as of subacromial bursitis, there is no calci- 
fication or dense deposit in the bursa, and therefore 
no abnormal «x-ray shadow. 

Figures 6, 7 and 8 are from plates furnished to 
me by Dr. Jaches, radiographist to the hospital, of 


patients whom I had not seen, but who were re- 
ferred with the clinical diagnosis of subacromial 
bursitis. A comparison of these radiographs with 


those of Figures 1, 3, 4 and 5 shows a close resem-. 


blance—and some differences. While they may ali 
three represent bursitis only, they carry at least the 
suggestion—especially Fig. 6—that the condition is, 
or is associated with, an early lesion in the bone it- 
selt. 

In the following case an insufficiently critical 
analysis of the x-ray finding led me into a mistaken 
diagnosis of subacromial bursitis: 

J. J., a young mechanical engineer, seen in con- 
sultation with Dr. Ira Wile, September, 1909. Dur- 
ing the early summer he had been engaged in tunnel 
construction and had had “the bends.” For two 
months he had had much pain in his left shoulder 
(spontaneous and on motion), with increasing dis- 
ability. There was marked limitation of abduction 
and rotation, atrophy of the shoulder muscles, espe- 
cially the deltoid, and great tenderness on pressure 
just below and external to the acromion. A diagno- 
sis of subacromial bursitis was made on these phy- 
sical signs. No specific history elicited. The radio- 
graph (Fig. 9) was thought to corroborate this 
diagnosis, although I had some misgivings on ac- 
count of the slight loss of contour of the tuberosity, 
the faint indication of rarefaction just beneath its 
surface, and the narrow shadows running along the 
neck of the humerus as seen externally and inter- 
nally. I was inclined to interpret these as meaning 
only an extension of a severe process into the sur- 
rounding tissues. To-day I know that these 
traceries—absorption of bone cortex, necrosis and 
periostitis—spell syphilis. 

For the two months while the patient continued 
under my observation he responded well to the 
treatment prescribed—sling, graduated exercises, as- 
pirine, etc. The spontaneous pain ceased, motion 
improved and was painful only at the end of abduc- 
tion or rotation. 

In December he was obliged to go to Montreal. 
Here, as I learned by correspondence, his symptoms 
relapsed. Radiographs taken in January, 1910, 
showed marked rarefaction of the head of the hu- 
merus. In February he was operated upon in Mont- 
real under a diagnosis of sarcoma or tuberculosis. 
Extensive periarthritis was found. The bone ap- 
peared soft. A section removed from it showed 
“chronic inflammation.” 

Later the patient returned to New York, where 
the correct diagnosis of gumma was finally estab- 
lished and proven therapeutically and by blood test. 


In Fig. 10 will be seen a pinhead-sized abnormal 
shadow within the area of the subacromial bursa, 
close to the greater tuberosity of the humerus. 


The patient was an Italian scrubwoman, aged 40. 
She had been suffering for two months with severe 
pain in the right shoulder and inability to raise the 
arm beyond a right angle. She can put her fore- 
arm behind her back, but rotation, external and in- 
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ternal, is painful. Movement of the arm in the 
sagittal plane is painless. There is characteristic 
tenderness distad to the acromion (over the point 
of the shoulder). There is also the tenderness on 
pressure against the inner surface of the upper end 
of the humerus (circumflex nerve), which I have 
above described. 

P. G., aged 47, referred to me in July, 1910, by 
Dr. S. V. Haas, had been having severe pain in her 
right shoulder for three days. She had had pains in 
the same region off and on for two years, after hav- 
ing wrenched the arm, she thinks, while hanging a 
curtain. External rotation and abduction, active 
and passive, much limited by pain and spasm. In- 
ternal rotation fairly free. Arm swings painlessly 
back and forth. Characteristic point of bursal ten- 
derness. The radiograph (Fig. 11) shows a de- 
tached shadow above the tuberosity and in the bursal 
area. Under conservative treatment the symptoms 
—subjective and objective—gradually subsided. At 
the end of August pain and tenderness had gone 
and movements were normal. A second radiograph 
at that time showed the abnormal shadow reduced 
to scarcely more than a pinhead. 

In some of my cases the shoulder disability 
seemed to date from a sudden hyperextension of 
the arm, as might well have happened in the last 
two cases cited. In his earlier articles Codman de- 
scribed partial rupture of the supraspinatus tendon 
as an etiological factor in subacromial bursitis, and 
more recently he reported three cases** of complete 
rupture of the tendon. In two of these cases he 
demonstrated by operation the injury to the tendon 
and straw-colored fluid in the bursa. 

Mrs. S. L., aged 37, came to me on May 25, 1911, 
complaining of pain in her right shoulder. The 
day before, while taking off her coat, she felt a 
sudden pain in the shoulder, which persisted. She 
could raise the arm above the horizontal only with 
difficulty (pain). Rotation less painful. Decided 
tenderness was found over the point of the shoulder 
below the acromion tip. No other tender point. 
No pain on pinching the deltoid, therefore “sprain” 
of that muscle could be excluded. A radiograph 
(Fig. 12), made the same day, twenty-four hours 
after the onset, shows a detached shadow, of bony 
density, in the bursal region and just above the 
greater tuberosity. Surely, so soon after the injury 
this could not represent a calcareous deposit. The 
picture can be interpreted only as a partial tearing 
away of the supraspinatus attachment to the tuber- 
osity. 

The last three citations introduce us to the next 
group of cases—shoulder disability due to fracture 
of the greater tuberosity. Figures 13, 14 and 15 
demonstrate this lesion. Note how closely radio- 
grams 12, 14 and 15 resemble those of bursitis with 
calcification. 

In some cases, especially those in which there is a 
clear history of direct violence, it is fairly easy for 
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an experienced surgeon to make a clinical diagnosis 
of fracture of the tuberosity. (In Fig. 13, for ex- 
ample, the lesion is an extensive one.) But in 
others, where an indirect violence produces a frac- 
ture of but slight extent, it may be impossible to rec- 
ognize this as the cause of the stiff and painful 
shoulder. The tenderness and the disability may 
be indistinguishable, I think, from those of bursitis, 
and even the skiagraph, as is here shown, may de- 
ceive the inexpert. Velut’? noted fractures of the 
tuberosities and irregular fractures of the head of 
the upper end of the humerus as a cause of periarth- 
ritis of the shoulder. 

There remains for consideration a group of cases 
of shoulder disability, in which neither physical 
signs nor «x-ray findings permit us to attach the 
blame to bursitis or to fracture of the tuberosity. 
The ease with which the shoulder is dislocated in 
some individuals, the frequency with which such 
dislocations are reduced spontaneously, and the dis- 
ability that notoriously persists after shoulder dis- 
locations, all led me to think that perhaps many of 
the obscure cases of stiff and painful shoulder have 
their origin in an unrecognized, spontaneously re- 
duced dislocation. In February, 1911, a case pre- 
sented itself which, it seems to me, established the 
correctness of this hypothesis. 

A woman who a week before had fallen on her 
right elbow suffered severe pain in the correspond- 
ing shoulder thereafter, and she presented, when I 
saw her, the familiar picture of “shoulder disabil- 
ity.” I had barely raised her arm to the horizon- 
tal, in the course of gentle diagnostic manipulations, 
when the head of the humerous dislocated itself be- 
low the coracoid. Clearly this patient had a rent in 
the capsule of her shoulder joint, produced by a 
dislocation a week before, which had been sponta-. 
neously reduced. 

I was much interested to read a few weeks after 
this incident an article by T. Turner Thomas of 
Philadelphia'*, in which he expressed the same 
thought, viz., that unrecognized dislocations of the 
shoulder, spontaneously reduced, are a frequent 
cause of stiff and painful shoulder. He groups 
with this injury milder tears of the axillary portion 
of the capsule, due to sprains without dislocation. 

But Turner goes too far. He marshals an array 
of unconvincing arguments against Codman’s teach- 
ings and would establish ‘‘periarthritis from tears of 
the axillary portion of the shoulder capsule” as the 
essential cause of stiff and painful shoulder. With- 
out taking up his arguments we may reject his con- 
clusions on the grounds that he takes no account of 
the many undoubted cases of subacromial bursitis 
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and of fracture of the tuberosity, and that he ig- 
nores the fact that many of these cases provide 
either no history of trauma or none of any such 
violence as would be necessary to tear the shoulder 
capsule. Fortunately for the patient, however, Tur- 
ner does not disagree in the essential therapy, for 
he too advises abduction and active and passive mo- 
tion. 

A word concerning the term “periarthritis,” 
which Codman, Kiister and others have continued 
to use as an alternative title in their descriptions of 
stiff and painful shoulder. If in any of these cases, 
as Duplay and Kiister describe them, the periartic- 
ular tissues are inflamed, the term periarthritis is 
applicable, and in cases of shoulder disability in 
which we are at a loss for the lesion, “periarthritis” 
is at least convenient. But if a clear-cut bursitis or 
fracture is established the notion of a periarthritis 
may be dropped. A bursitis is not a periarthritis, 
but it may be part of a periarthritis if the surround- 
ing cellular tissue is inflamed. 


To Conctupe.—In any case of shoulder disabil- 
ity we must exclude bona fide brachial neuritis, in- 
tra-articular lesions (including luxations), gross 
fractures of the humerus, fracture of the acromion, 
the scapula and even of the clavicle, a gross or de- 
veloping lesion in the head of the humerus (gum- 
ma, tuberculosis, neoplasm). If these can all be 
excluded we may look for a bursitis (coraco- 
brachial, or more especially, subacromial), for an 
injury to the supraspinatus tendon, perhaps involv- 
ing the bursa or the greater tuberosity, or for a 
fracture of the tuberosity itself. If physical signs 
and skiagraph show none of these, the condition 
may have arisen from a spontaneously reduced dis- 
location of the shoulder, or, as suggested by Turner, 
a lesser tear of the capsule by a sprain. 

30 West 92D STREET. 
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SOME PECULIARITIES OF DEEP-LYING 
ABDOMINAL INFLAMMATION.2 
CuarLes N. Down, M.D., 

Professor of Clinical Surgery, Columbia University, 
NEW YORK. 


When Fitz? wrote the classical paper in which 
the term appendicitis was first used, he dwelt at 
length upon the location of the appendix. Up to 
that time, there was much confusion about the sub- 
ject. The terms typhlitis, perityphlitis, paratyph- 
litis, appendicular abscess and perityphlitic abscess 
suggested inflammations which were differently 
located, and in clearing away the confusion which 
existed, he called attention to the variations in the 
position of the appendix. 

In the later development of the subject great 
emphasis was given to a definite spot. “McBur- 
ney’s point” obtained a hold in the medical and 
surgical mind which has few parallels. In the 
multiplicity of papers and books, which were writ- 
ten on the subject, definite pain and rigidity in the 
“appendiceal region” were given as the most im- 
portant symptoms of the disease. The general 
adoption of ““Murphy’s* sequence,” as a guide in 
diagnosis has helped still further to lead surgeons 
to rely on pain and rigidity in the right lower 
quadrant of the abdomen as the cardinal symptoms 
in appendicitis. In general this reliance is fortu- 
nate and it has led to skill in diagnosis, which has 
saved the lives of thousands of patients, and is 
continually leading to the prompt and successful 
treatment of a disease which used to cause so many 
deaths. : 

There is, however, one condition in which we 


1 Read before the Orange Mountain Medi i i 
Fitz, dm. Jour, Med. Sci.. 1886. Vor 
J. P. Murphy, Am, Jour. Med. Sci., August, 1904, page 187. 
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find a departure from the classical symptoms of the 
disease. If the appendix happens to lie deeply in 
the abdomen with its tip over toward the midline, 
it is possible for perforation to occur, and inflam- 
mation to progress, without giving the ordinary 
symptoms. 

The studies of Lennander, Mitchell and others 
explain many of these variations. 

Lennander* in his Upsala clinic has for many 
years been accustomed to intermit the anaesthetic, 
during the intra-abdominal part of such operations, 
as intestional resection for gangrenous hernia, gas- 
tro-enterostomy, etc. He also has done many ab- 
dominal operations, under local anesthesia, and has 
found that the intestines could be cut, sutured and 


_ clamped or touched with hot or cold instruments 


or caustics without producing pain. He found, 
however, that the parietal peritoneum is sensitive. 
His statement is as follows: 

(1) The parietal peritoneum is rich in nerves 
of sensation. 

(2) The visceral peritoneum, stomach, kidneys 
and liver, have no nerves sensitive to pressure, heat 
or cold. 

This is explained by the nerve supply of the for- 
mer from the phrenic, intercostal, lumbar and sacral 
spinal nerves, and of the latter from the vagus and 
sympathetic system. Hence the ordinary processes 
of digestion, including peristalsis, are painless. In- 
testinal colic is due to traction on the parietal 
peritoneum; distention or violent movement of the 
intestine might cause such traction through the 
mesentery or through adhesions. 

Mitchell® of Washington has made two contri- 
butions to this subject, before the American Medi- 
cal Association, one in 1907 and one in 1911. In 
the first, in describing his operations under local 
anesthesia he confirmed the observations of Len- 
nander. In the second he also gives a very careful 
review of the literature of the subject and refers 
at length to the observations, opposed to Lennan- 
der’s findings, especially those of Kast and Meltzer, 
and of Ritter. In this paper he relates an experi- 
ence which corroborates others to which he has 
referred. 

“While doing a cocaine operation on a physician, 
Dr. S., I obtained his consent to some tests, the 
nature of which he did not know. He was anxious 
to watch the operation and see his appendix in 
place, and so was allowed to have his head raised 
for this purpose. The appendix presented readily 
at the opening in his unusually thin abdominal 


*Lennander, Centralblat f. Chir., 1901, No. 8. 
5 Mitchell, Jour. A. M. A., 1907, Vol. 49, p. 198 and Vol. 57, p. 709. 


wall. It was clamped across, and caused no in- 
convenience. Then, by making traction on the 
mesentery I could at will cause him to sink back 
with marked pallor, nausea and complaint of violent 
pain the epigastrium, which he described as ‘my 
old friend.’ These phenomena disappeared when 
the mesentery was released, and he was able to 
watch the completion of the operation.” 


Mitchell also makes this statement: “In acute 
conditions, the findings are quite as constant. True 
muscle spasm is always due to inflammation of the 
anterior and lateral parietal peritoneum, and it is 
possible to make out accurately the extent of the 
involvement. While there may be some resistance 
to pressure on deep palpation in centrally located 
lesions, true protective muscle spasm comes only 
from inflamed parietal peritoneum.” 


Recently I have seen a series of cases which 
corroborate these statements and which have de- 
parted from the ordinary symptoms sufficiently to 
be worthy of note. 


The diagnosis of appendicitis is now usually 
made early and correctly, and when it is not so 
made by skilful observers one believes that there 
has been a departure from the ordinary symptoms. 


_ Case IL—E. G., a girl of 18, on all day of June 
24, 1911, had pain in the upper part of her ab- 
domen, but was not confined to bed. In the even- 
ing she vomited repeatedly. On the next day she 
dozed all day; a doctor was not summoned until 


-7 p.m. Enema ineffectual; 2 a. m., great pain all 


over abdomen; she moaned and tossed about; 11 
a. m., the doctor thought the attack was appendi- 
citis and had consultations in the afternoon. One 
with a professor of surgery who is accustomed to 
see much appendicitis, but who in the absence of 
localized pain and rigidity, would not make a diag- 
nosis and advised an exploration through the vagi- 
nal fornix. Temperature 102°, pulse 120. Opera- 
tion at 10 p. m., sixty hours after the onset of 
symptoms. Appendix found lying toward the 
median line, perforated at its tip; considerable pus 
in depths of the abdomen. Slow recovery. 


It will be noted that this case conformed to 
“Murphy’s sequence,” in all particulars, excepting 
the localized pain and rigidity. The inflammation 
was not contiguous to the parietal peritoneum near 
McBurney’s point; hence pain and muscle spasm 
were not present there. 


Case IT.—Mrs. C., aged 45. Admitted February 
25, 1911. Has had discomfort in abdomen for two 
months, but has not paid any particular attention 
to it. No vomiting. Pains have subsided and re- 
curred, but of late have been getting more severe. 
(Has never vomited or had nausea.). Appetite 
gone. 


Three days ago her husband, who was a phy- 
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sician, asked surgical counsel. At that time there 
was a vague feeling of abdominal resistance. Tem- 
perature 101°, pulse 100. Patient seemed fairly 
ill. A little further observation was advocated and 
onthe next day she was so much better that her 
husband telephoned that it was not necessary to 
call. On the day of admission, however, she was 
distinctly worse and operation was done without 
delay. 

An abscess was found in the lower part of the 
abdomen, a little to the right of the median line. 
It contained three or four ounces of pus, very 
firmly walled in. A piece of omentum which 
formed a part of the abscess wall was an inch thick. 
The appendix could not be differentiated without 
undue destruction of adhesions and was not re- 
moved then, but at a later operation it was found 
to be low in the abdomen near the median line. 

In this case the perforation had no doubt oc- 
curred many days before the operation, but the 
abscess was inclosed in a firm wall in the depths 
of the abdomen, hence the absence of the pain and 
local rigidity. 

Case III.—A physician of 45. Operation May 
20, 1911. For a week he had suffered from ab- 


dominal pain which had not been definitely local- 
ized. Three days before his operation he had been 
examined with a view to operation, but the attack 
was apparently subsiding and the lack of localiza-’ 
tion made a slight uncertainty in the diagnosis. 
On the night before operation his pain had in- 


creased and was really very severe, being more in 
the right lower quadrant than elsewhere. Pulse 
80, temperature 102.8°. 

At operation the tip of the appendix was found 
to lie over the brim of the pelvis near the median 
line. It was much distended and inflamed and was 
covered with a fibrous exudate. 

Case IV.—Mrs. M., aged 25. July 18, 1911. 
Three days before admission she began to have 
severe general abdominal pain with chill and vomit- 
ing. During the next two days she vomited sev- 
eral times, the pain continuing, but not becoming 
localized. Five hours before admission the pulse, 
which had been about 105, rose to 130, and her 
condition became much worse. She seemed very 
jll and had general abdominal rigidity which was 
only slightly more marked on the right than on 
the left side. 

On operation the appendix was found to lie with 
its tip toward the median line. It was perforated 
and much localized peritonitis was present in the 
depths of the abdomen. 

The symptoms of these patients corresponded to 
the ordinary symptoms of appendicitis excepting in 
the lack of localized pain and spasm. The details 
of blood examinations, etc., are not given in these 
condensed histories. 

Two other histories may be given to show that 
in chronic cases a similar indefiniteness in symp- 
toms may exist, when the appendix lies in the 


depths of the abdomen. 


Case V.—Mr. B., aged 40. November 12, IgII. 
For several years he had suffered from attacks of 
pain which was located largely in the left side of 
the abdomen. These attacks corresponded to those 
of appendicitis except in the location of the pain. 
In the last attack, which had occurred a month 
previously, the physician concluded that the appen- 
dix must be the cause, and advised an interval 
operation. 

At the operation the appendix was found to lie 
with its tip near the median line, it was constricted 
near its end by a very short mesenteriolum. The 
end was distended and contained a soft concretion. 

Cas— VI.—Mr. S., aged 40. March 3, 1912. 
For years he had suffered from vague abdominal 
pains with attacks of digestive disturbance. His 
physician, a specialist in digestive disorders, could 
find no abnormality in the stomach or its contents 
and wished that at the same time an examination 
of the other abdominal organs be made. At op- 
eration the appendix was found to lie deep in the 
abdomen with its tip near the spine. The end was 
bulbous and there was a constriction near its mid- 
dle, no abnormality could be found in other organs. 

Since the removal of the appendix he has been 
free from his pain and digestive disturbance. 

There are other conditions in which the location 
of the inflammation has an important clinical bear- 
ing, e.g., typhoid perforation. 

There have been two varieties of descriptions 
for this condition. In one the symptoms of general 
peritonitis, in a more or less advanced stage, are 
given. In the other, symptoms which resemble 
those of perforated gastric ulcers, or perforated 
appendices. Those who refer to the latter lament 
the description of the former and advise very fre- 
quent and skilled observation in all cases of typhoid 
fever, so that the diagnosis of perforation can be 
made at once. 

However, when we study the histories of the 
reported groups of patients and when we consider 
the cases as we see them clinically, we must be 
convinced that a large proportion of the typhoid 
perforations do not give symptoms which make 
immediate diagnosis possible. 

The perforations usually occur in the terminal 
portion of the ileum where it lies in the depths of 
the abdomen, surrounded by intestines. In this 
position inflammation may penetrate the intestinal 
wall and slow leakage occur into the surrounding 
abdomen without giving the acute symptoms which 
follow perforation against the parietal peritoneum, 
such as is often observed in perforated gastric 
ulcer and in appendicitis. When it does so occur 
in a patient already apathetic and febrile from ty- 
phoid fever it is evident that the symptoms may be 
so vague that immediate diagnosis is impossible. 
This factor explains the lateness of the diagnosis 
which is so frequently noticed. 
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These peculiarities of deep lying inflammation 
have been noticed in one other condition which has 
come to my notice this year. In an effort to dilate 
a sigmoid constriction a most experienced and 
competent specialist passed a bougie through the 
wall of the sigmoid. He only suspected that this 
accident had occurred; consultations followed in 
which several surgeons took part, but the symptoms 
were not sufficient to establish a diagnosis until 
general peritonitis had become established. 

The anatomical conditions given at the begin- 
ning of this paper are definite. The clinical symp- 
toms which are narrated later on are only brief 
examples of occurrences which in the main are not 
very uncommon. In consideration of them it is 
evident that if the diagnosis of deep lying abdomi- 
nal inflammation is to be made promptly it must 
often be made without the aid of local pain and 
local rigidity. 


THE NEUROTIC ELEMENT IN ABDOMI- 
NAL SURGERY. 
Rosert T. Morris, M.D., 


Professor of Surgery New York Post Graduate 
Medical School. 
NEW YORK CITY. 


Abdominal surgery has made such advances dur- 


ing the past 20 years that we must now have a 
care that we do not pass the pivotal point and come 
in conflict with the law of diminishing returns. 
Many of the newer abdominal operations are looked 
upon with a considerable degree of concern by sur- 
geons who have tried to do their part in advancing 
the cause of abdominal surgery. In dealing with 
the subject as a whole we have to bear in mind that 
under conditions of modern life, physical and men- 
tal development are taking place rapidly up to the 


‘limit intended by nature apparently, and when the 


degree of development intended by nature for any 
family in a developing race has been reached, de- 
cadence begins. 

We know in the plant world the same tendency 
for cultivated plants, brought to a high stage of de- 
velopment, to lose their ability to propagate their 
kind, at the same time losing also their resistance to 
enemies of the parasite world. This includes the 
idea of lack of development of protective organs 
when artificial selection has been made for the 
purpose of developing certain desirable character- 
istics, 

In the human family in civilized countries partic- 
ular attention is paid at the present time to the de- 
velopment of mental characteristics, and physical 
features receive less attention. Under this system 
of cultivation decadence of various organs begins. 


Decadent protective organs, represented as a group 
for instance by the chromaffine series of glands, 
lead-to complicated disturbances with chief demon- 
stration in the abdominal organs. The symptoms 
may apparently relate to some one organ, like the 
stomach, or the colon, or the ovary, and yet before 
proceeding to operative work it is very important 
that we consider the relative value of symptoms as- 
sociated with disturbance of function of various ab- 
dominal and pelvic organs. They are apt to have 
relaxed peritoneal supports, and the finding of loose 
organs by the diagnostician jias too often led to the 
suggestion for operation merely upon the basis of 
that finding. Associated with feeble protecting or- 
gans and with various malpositions of organs that 
conduct secretion, excretion and nutrition, we are 
apt to have the fundamental defect classified briefly 
as the neurotic habit. Patients with the neurotic 


_ habit make up a good part of the entire number who 


come to us for surgery of the abdominal organs to- 
day. It is quite true that malposition of any given 
abdominal organs may constitute the precipitating 
factor in various disturbances, and on that basis we 
may proceed to operation, but one must be careful 
to differentiate between a precipitating factor and a 
causative factor. A causative factor may rest in 
the inheritance of the individual, and when the 
precipitating factor of disturbance has been re- 
moved the patient still retains the inherent tendency 
to develop very much the same group of symptoms 
from some other precipitating factor. With loose 
kidney, for instance; direct and immedicate dis- 
turbance may proceed from the influence of the loose 
viscus ; torsion of its vessels may lead to congestion 
and to chronic nephritis; torsion of its sympathetic 
nerves may lead to serious reflex disturbances when 
the semilunar ganglia receive a sufficient degree of 
impulse from the irritated sympathetic nerves of 
the kidney. The loose kidney may make direct 
mechanical pressure upon the duodenum or upon the 
common bile duct and set going a chain of disturb- 
ances, to be relieved only when the loose kidney is 
fixed by the surgeon somewhere in the vicinity of 
its original site in Gerota’s pocket. When the loose 
kidney is fixed in this way it will relieve only the 
secondary group of symptoms in the susceptible 
patient whose neurotic features may stand ready to 
respond promptly to some other source of irritation. 


It is important in dealing with loose kidney to 
determine whether the kidney is actually the precipi- 
tating factor, before proposing operative work in a 
case of this sort. We can obtain very good advance 
information by knowing whether the patient has 
rigid abdominal walls. If there is more or less per- 
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manent rigidity of the abdominal walls it indicates 
that nature is trying to put a splint on that kidney, 
and the surgeon simply relieves nature of that re- 
sponsibility. Where both kidneys are loose and 
there is associated panptosis of the viscera, loose 
organs very commonly adapt themselves to each 
other as companions in misery and the patient gets 
on fairly well with external abdominal supporters 
and medical attention. In fact, operation is often 
harmful in cases of this particular class. For that 
reason some of us who were among the first to fix 
loose abdominal organs hesitate a long while be- 
fore suggesting an operation for shortening the 
ssuspensory ligament of the liver and the gastro- 
‘hepatic omentum, 

Many new operations are now being proposed for 
yprolapse of the colon, and yet prolapse of the colon 
"belongs essentially to the neurotic element in our 
whientele. There is no doubt about the fact that 
secondary symptoms of consequence do appear with 
prolapse of the colon. The colon appears to be one 
of the useless organs which nature would like to 
dispose of. It carries vast quantities of bacteria 
which do little harm so long as they are kept mov- 
ing, but when stasis occurs their toxins are ab- 
sorbed and precipitate serious disturbances, mostly 
of chronic character. Operations, however, for re- 
moving part of the colon or of securing entero- 
enterostomy are particularly severe operations, and 
we must always remember that we are in all proba- 
bility dealing with a patient who presents other 
stigmata of decadence and who is not to be made 

really well even though we remove the precipitating 
cause of the disturbance. 

In patients with malposition of the colon the 
hammock operation, which fastens the omentum 
near its colonic attachment to the anterior abdominal 
wall, will probably be as severe an operation as we 
really need to propose, and it is well to make sure 
that the patient has had the best of treatment with 
massaging, external support and general methods in 
hygiene and dietetics before proposing any opera- 
tion at all. 

The presence of relaxed uterine supports has at- 
tracted the attention of operators, and an immense 
number of unnecessary operations have been done. 
Relaxed uterine supports stand usually as an index 
of a general condition, which may be remedied 

_ much better by proper medical resources. 

A great deal of ovarian surgery has been done un- 
necessarily because symptoms happened to be dem- 
onstrated chiefly in the ovaries, and yet the neurotic 
element in the case, with ovarian disturbance merely 
as a sign, has been too often overlooked. Most of 


the patients who represent the neurotic element in 
abdominal surgery are very amenable to suggestion. 
A surgical operation of any sort is potent in sug- 
gestion. The patients are very apt to make a rapid 
increase in weight and to proceed to a condition of 
well-being such as we observe when they take up 
Christian Science, for instance. The good impres- 
sion lasts so long as the patient is impressed by the 
suggestion, but later the fundamental neurotic ele- 
ment appears and we have again upon our hands a 
patient who has disappointed us. 

The chief point that I want to make is this: Do 
any operative work which is really found to be nec- 
essary after careful consideration of all the factors 
involved, but with the clear understanding that we 
are to relieve only the secondary group of symp- 
toms while the primary effect due to stigmata of 
decadence, a penalty of the higher civilization, re- 
mains. 

616 Mapison AvENUE. 


INTRACANALICULAR PAPILLOMA OF 


THE BREAST. 
Joun F. Erpmann, M.D., 
NEW YORK CITY. 


This tumor is known by various names: papil- 
lary cystadenoma, papillary cystoma, villous papil- 
loma, duct papilloma, duct cancer, etc. 

Recognition of this tumor or condition has been 
delayed in years past and I regret to say at the 
present time also through its pathogonomic sign, 
“bloody fluid discharge,” being classed as a vicari- 
ous menstruation. 

This may read as a bit of sarcasm or humor on 
our diagnostic acumen, but when I state that not 
more than eight months ago such an acknowledg- 


ment was made before a large body of medical ' 


men by a surgeon of renown, the sarcasm or humor 
is lost. 

It has been my fortune during the past five 
years to see numerous patients with this condition, 
of fourteen of whom I have records and three of 
whom I have seen within the past thirty days. 
The illustrations in this article are drawings of 
two of these three cases. 

We are indebted to August A. Strasser, of 
Arlington, N. J., 1909, for a résumé of the litera- 
ture up to the year 1909, in which he credits 
Bowlby (St. Bartholomew’s Hospital Reports, 
1888) as being the first in using the term duct 
papilloma, due to credit being given to subsequent 
workers and authors in this field: Virchow, Sasse, 
Tietze, Warren, Greenough, Bloodgood, etc. 

The location of this growth is usually in the im- 
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mediate vicinity of the nipple and its areola. The 
size varies from small nodules to, as in the case of 
Miss M. (illustration No. 1), fully that of a me- 
dium sized strawberry. The shape as felt through 
the skin varies from conical to cylindrical and 
spherical. There are no skin attachments. There 
is no nipple retraction. The tumor is usually 
smooth to the palpating finger, relatively movable 
and giving a sense of resilience, not hard, nor 
fluctuating. The growth is usually single and 
rarely bilateral, although in one patient I removed 
one from the right breast and one eighteen months 
later from the opposite breast. In thirteen the 
tumors were in the left breast and the fourteenth 


FIG. I. 

one was in the right breast. There is no pain felt 
as a rule and the condition is not recognized as a 
tumor by the patient, but the patients call upon the 
physician because of a discharge first observed as 
staining pale yellow that portion of the garment 
over the site of the nipple. This stain may very 
shortly assume all the degrees of color from a pale 
yellow to a deep chocolate brown. 

Squeezing the nipple is followed by a discharge 
from one of the orifices, of a color pale yellow to 
the deep chocolate brown. In the early stages it is 
exceedingly difficult for the palpating finger to 
discover the nodule in the nipple area, while occa- 
sionally one sees a patient in whom the condition 
is so well marked as to be readily recognized as a 
tumor, giving an erroneous impression of a simple 
cystadenoma. 

The discharge is pathognomonic of this variety 
of disease. Cancer rarely, if ever, is accompanied 


by any such peculiar and characteristic discharge. 
The discharge is sticky; the color, as stated above, 
is readily extruded when present, and it con- 
tains duct cells, disintegrated. blood corpuscles, 
etc., and in one of my cases staphylococci were 
found in abundance, although no inflammatory con- 
dition existed. These patients vary in their ages. 
Rodman quotes Warren as giving the extremes in 


_ his experience as being nineteen and eighty-one. 


My fourteen cases varied from twenty-six to forty- 
four, the greater number of them being between 
thirty-two and forty. Trauma and childbearing 
have not been proven factors, I believe. The ma- 
jority of my cases were in married women, al- 


FIG. 2. 


though the majority of these never bore children. 
The largest of these growths removed by me (illus- 
tration No. 1) came from a married woman while 
that of illustration No. 2 is from a virgin. The 
question of these growths being malignant can 
readily be answered in the early stages in the nega- 
tive. Do these growths become malignant? must 
be answered yes, when one attempts to cull the 
literature for facts along this line. Greenough and 
Simmons report finding 14 per cent. malignancies 
in the pedicles while Bloodgood claims 50 per 
cent. in the cases observed at Johns Hopkins Hos- 
pital. 

The malignant phase of these tumors has been 
to me the all-important one and in all of my previ- 
ous cases to those of the past month, no malignancy 
has been reported. Upon exposing the growth in 
illustration No. 1 I felt sure that I could definitely 
report a malignancy. This also was my opinion © 
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in the patient with the growth shown in illustra- 
tion No. 2, both being removed within seven days. 

Dr. Sondern’s Laboratory Reports: 

Miss M. (illustration No. 2): “Histologically 
this is a papillary adenoma in the wall of a cyst. 
The proliferation of epithelium is atypical, how- 
ever, and although it must be considered histologi- 
cally benign this type of growth often becomes 
‘malignant. Diagnosis, papillary adenoma.” 
‘report was an agreeable disappointment. 

The report on Mrs. K. I was sure would be ma- 
lignant as the macroscopical appearance was typi- 
‘eal of carcinoma. Mrs. K., tumor of breast (illus- 
‘tration No. 1): “Microscopical examination. 
The histological picture is that of a cystic papillary 
adenoma in which atypical proliferation has already 
taken place. Although a positive diagnosis of car- 
cinomatous change cannot be made, the material 
warrants the suspicion of malignant invasion of 
the cyst wall. In a general way the adenomatous 
proliferation suggests the type not unlike what is 
seen in the thyroid.” ‘ 

Here I might say is the closest approach to a 
malignancy in this disease that I have personally 
observed and while the report is not positive, be- 
tween the lines one reads of the necessity for a 
guarded prognosis, although a complete removal 
was done in this patient. 

The fact that these growths are exceptionally 
slow to increase in size (I have two patients, who 
have refused operation, under observation for four 
years), places them, at least during the early years, 
in the non-malignant class, but in that borderline 
ciass which in the early stage demands removal 
of the tumor alone and in the later stages the com- 
plete removal of the breast. 

The treatment resolves itself into a purely surgi- 
cal consideration in the smaller growths, excision 
either by a linear dissection radiating from the 
nipple outwards or by the plastic method so ably 
demonstrated by Warren. In the larger growths 
complete or radical removal of the breast is im- 
perative. 

60 West Firty-sECOND STREET. 


TUBERCULOUS ADENITIS, 

To get good results in the treatment of tubercu- 
lous adenitis, I believe it to be more important to 
treat the patient than to devote one’s attention solely 
to the tuberculous process in the glands. 

The physician should not depend upon surgery 
alone, hygiene alone or tuberculin alone, but should 
use all or each of these measures as is required by 
the individual patient—JoHn B. Hawes, 2p, in 
The Boston Medical and Surgical Journal. 


This. 


CRYPTS AND COLUMNS OF MORGAGNI; 
THEIR RELATIONSHIP TO RECTAL 
DISEASES. 


James P. Turtie, A.M., M.D., 
NEW YORK, N. Y. 

The anus is commonly understood as an aper- 
ture at the lower end of the intestinal tract; the 
anal canal, however, forms an integral part of this 
tract. It involves that portion between the lower 
limits of the true mucous membrane and the bor- 
der of the true skin around the anal aperture; it 
varies in length from 24 to 1% inches; within 
these limits are structures of considerable anatom- 
ical and pathological importance. The external 
and internal sphincters are embraced therein, thus 
housing the apparatus of fecal control; the so- 
called nerve supply from the rectal center on there- 
in—the rectum itself being practically insensitive 
above the border of the semi-lunar valves, which 
limit the upper end of the anal canal. The rectal 
columns attach their bases at this upper margin 
between the valves, and furnish an exit for the 
veins of the rectum to anastomose with those of 
the anus, the so-called external hemorrhoidal veins. 

The semi-lunar or anal valves, called also the 
pockets or crypts of Morgagni, dip down beneath 
the muco cutaneous lining of the anal canal and 
extend more or less deeply into its caliber. It is to 
these two structures—the columns and crypts of 
Morgagni—especially the latter, to which I wish to 
call your attention as influencing rectal diseases. 
They are well described anatomically by Cunning- 
ham, as follows: 

“The mucous membrane of the anal canal pre- 
sents in its upper half a number of vertical ridges 
known as the columns of Morgagni; between the 
lower ends of these are found a series of small 
semi-lunar folds which are disposed horizontally 
around the passage and are called the anal valves. 
Above the level of the anal valves the canal is 
lined by a modified mucous membrane resembling 
that of the rectum; the portion below the valve 
is covered by modified skin continuous with that 
around the anus. 

“Columns of Morgagni (Columnae recti Mor- 
gagni).—The mucous membrane of the anal canal 
presents in its upper and middle thirds a number 
of permanent vertical folds, separated by grooves, 
and known as the columns of Morgagni. They 
are usually % to % inch in length, % to % 
inch in width, and they extend down to within 
Y% or % inch of the anal aperture. They are 
formed by infoldings of the mucous membrane, 
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containing in their interior some unstriped muscle 
derived from the muscularis mucosa, and also, as 
a rule, an artery and a vein. Very often the con- 
tained vein presents an enlargement, or a knoblike 
tortuous plexus in the lower part of the column; 
below this plexus is continued down beneath the 
mucous membrane of the lower zone of the anal 
canal into the anal veins. This portion has been 
described as the hemorrhoidal zone of the anal 
canal. Sometimes the columns of Morgagni are 
very distinct; occasionally no trace of them can be 
found, although in the foetus they are usually well 
marked. 

“Anal Valves (of Morgagni).—If a probe be 
passed downward along the grove which separates 
two adjacent columns of Morgagni, its point will 
usually catch into a small crescentic fold which 
joins the lower end of the two columns. These 
little folds, whih resemble the segments of the 
semi-lunar valves of the heart, are the anal valves. 
They project inwards and upwards, and behind each 
is found a little pocket-like sinus (Sinus Rectalis). 
These valves were first described by Morgagni. 
Recently the view has been advanced by Ball that 
they are the remains of the embryonic cloacal or 
anal membrane, and he explains the production of 
painful fissures of the anus by the tearing down of 
one of them during defecation by hardened masses 
of faeces. 

“The epidermis is continued in a thin and modi- 
fied form from the exterior up along the canal as 
far as the margin of the anal valves, and the view 
is pretty generally held that this lower portion of 
the anal passage is formed from the proctodeum 
of the embryo. The junction of the skin with the 
mucous membrane is indicated by a fine wavy line, 
the white line of Hilton—ano cutaneous line of Her- 
mann—which runs around the bowel just below the 
level of the valves. The mucous membrane of the 
region immediately above the margin of the valves 
is of a more or less transitional nature; glands are 
absent from it, and over the columns of Morgagni 
it is said to be covered with stratified epithelium, 
the superficial cells of which are flattened, while 
in the grooves between the columns the epithelium 
is columnar. In the upper zone of the anal canal 
the mucous membrane gradually approaches the 
rectal type, but the glands and lymphoid nodules 
are few and scattered.” 

Testute and Jacobs say: 


“After a longitudinal 
incision of the wall there is presented to us above 
the anal aperture a series of folds in the form of 
a pigeon’s nest; these are the valves of Morgagni, 
and these valves are separated by ribbon-like 


strands called the columns of Morgagni, over 
which are found hemorrhoidal dilatations. Their 
concavity is turned toward the top, also remains 
of faecal matter and foreign bodies may be intro- 
duced into the cavities. Some authors would find 
there a cause for fistula of the anus.” 

These valves are more marked in early life than 
in old age, but they are rarely absent in either; 
some of the crypts are merely dents, while others 
are true sinuses. They are almost always absent 
at the posterior commissure, but in either side of 
this line there is always a marked crypt; at the 
anterior commissure there is nearly wate a deep 
crypt present. 

The physiological importance of these crypts and 
valves is little understood; it is apparent that the 
columns furnish folds of mucous membrane which 
allow the anal canal to dilate for the passage of 
large fecal masses, without the membrane being 
torn, for these folds stretch out like an accordion 
pleating, and thus enlarge the caliber. The little 
semi-lunar valves have no such elasticity; they 
form little pockets in which foreign bodies and 
little pieces of faecal matter may lodge, and for 
the. emptying of which there appears to be no 
anatomical provision. It is said that they are res- 
ervoirs for mucus with which to lubricate the anus 
in the act of defecation; many examinations have 
failed to prove this theory to me. In view of these 
very clear anatomical descriptions it seems strange 
that no particular attention has been paid to these 
crypts and their influence in rectal disease. It is 
true that Phillipsyns in the early part of the last 
century called attention to an obscure affection of 
the rectum under the title of Encysted Rectum, 
which appears to have been an inflammation of 
these crypts. In 1881 Agnew called attention to: 
this condition, but does not describe it in detail. 
As far back as 1880 Vance described a case of 
obscure or hidden fissure, or ulceration of the anal. 
canal in one of these crypts, as follows: 

“Patient, a young lady, following an attack of 
malaria with constipation alternating, with diar- 
rhoea, produced by drastic cathartics; began to 
have an itching so severe that she was disbarred - 
from society. Jtching followed by pain alternat- 
ing with itching, the pain at first occurred only: 
after a movement of the bowels. Constipation for 
fear of pain followed by faecal impaction. Her 
own description: “First, a constant itching in and 
about the anus, and the second, a pain, not con- 
stant, but only occasionally present—an agonizing 
feeling of burning and stabbing following every 
movement of the bowels.” ’ 
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“Ordinary exiinination of the rectum showed 
no lesion, notwitl.:tanding the fact that her health 
was impaired to tlc extent that she looked like one 
in the last stages of consumption. As a last re- 
sort Vance tried piobing the rectal sacculi, and in 
the third attempt fond his probe entered and gave 
the patient so much pain that she almost jumped 
off the table, and tlc examination had to be de- 
ferred; the spasm of the sphincter produced by in- 
troducing the probe lacted 48 hours, and the patient 
was confined to her room the pain was so great. 
That the patient was not supersensitive is proven 
by the fact that she allowed Dr. Vance to dilate 
the sphincter thoroughly and completely without 
an anaesthetic; after this was done and the probe 
was reinserted and the skin overlying the sacculi 
was laid open and an ulceration exposed, which 
was hard and indurated just like a chronic fissure. 
The woman was thus speedily restored to health 
after three years of chronic invalidism from this 
obscure rectal condition. 

“The chief point in this case is the pathognomonic 
symptoms of anal fissure where there is no ap- 
parent lesion in the anus; hypertrophied radial 
folds; itching and pain after a movement of the 
bowels are the most pathognomonic symptoms of 
this condition. Radial folds produced by longi- 
tudinal muscular fibers of the bowel wall passing 
around the internal sphincter and upward to join 
the fibrous strata beneath the mucous membrane 
of the lower fold of the rectum.” 

Little attention was paid to this case, and its 
indications were ignored in works on the rectum 
published after this date. Kelsey, in one of his 
early editions, quotes the case at length, but in the 
later editions he seems to have dropped it entirely, 
and made nothing of its importance. Ball took up 
the subject in 1891 (British Medical Journal, Vol. 
II, p. 583), and advanced the theory that most all 
types of fissure are due to tearing down of the 
crypts of Morgagni; he said they are usually 
brought about by lodgment of small faecal masses 
in the pockets, which being pressed upon by hard 
faecal masses, tore through the edge of the valves, 
and that the little tear was increased by every sub- 
sequent passage until the whole depth of the crypt 
was torn through, and a fissure was produced. 
Most of the writers on rectal diseases have adopted 
this theory, and yet, none of them seem to have 
appreciated the fact that while the edge of the 
valve was torn through the entire depth of the 
pocket was not always entirely laid open, and a lit- 
tle crypt or pocket remained, which having in- 
waded the cellular tissue was liable to burrough 


down underneath the muco-cutaneous tissue, and 
even out under the skin, continuing the irritation. 
Nor did they seem to appreciate the fact that when 
foreign bodies or faecal matter lodged in these 
crypts and was pressed upon by faecal masses, they 
might burst through the bottom of the crypt and 
become lodged in the subcutaneous cellular tissue 
without tearing to the border of the valve, thus 
producing invisible ulcers, irritations, or buried in- 


F1G. 1.—Longitudinal section of rectum and anal canal showing 
the columns and crypts of Morgagni, with irregular upper margin 
of anal canal, with aperture of the crypts of Morgagni. : 


fections—all of which might cause more or less 
acute or subacute irritation ; spasm of the sphincter, 
and great discomfort without any visible lesions 
whatever. 

In 1909, at a meeting of the American Proc- 
tologic Society, Dr. Beach read a paper upon 
Pruritus Ani, in which he advanced the theory 
that practically all cases of this condition were due 
to small subcutaneous fistulas, having their origin 
at the muco-cutaneous margin. To my mind this 
was an epoch-making paper, and I began at once 
to direct my attention more to these valves and 
their influence upon rectal disease, and while I see 
no occasion in these studies to change my opinion 
with regard to the unlimited causes of pruritus 
ani, I have found a large number of cases in which 
local remedies, and dietary, failed to relieve. A 
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careful search of the cryptic pockets of the rectum 
jn these cases have almost invariably revealed one 
or more crypts which dipped beneath the muco- 
cutaneous membrane to the depth of % to 1% 
inches, sometimes burroughing out underneath 
the skin and sometimes almost surrounding the 
anus, and after excision of these tracts the 
pruritus has disappeared. In a number of cases 
where I was able to find one or two tracts 
and excise them the itching ceased for a little 
while and then recurred; in the cases in which I 
was able to follow these up I either found other 
crypts which I had overlooked, or, I found that 
the original tracts had healed over instead of 
filling up from the bottom, or that I had not fol- 
lowed them to the end. Whenever I remedied 
these errors or defects in my work the pruritus 
disappeared. These crypts and columns have a 
marked influence in other conditions and diseases 


of the anal canal, e.g., 
HEMORRHOIDS. 


When we consider the arrangement of the blood 
vessels in the rectal columns, as described by Cun- 
ningham and Gray, it is apparent that a large 
majority of hemorrhoids originate in this area. 
The more the veins swell the more the columns 
are enlarged, and the more the borders of the 
valves are lifted up, thus enabling the faecal matter 
to become lodged in the crypts and produce an irri- 
tation. The lodging of these materials results first 
in an irritation which is not acutely painful, but 
which causes itching, and I believe that this condi- 
tion is the cause of the so-called itching pile. In 
the thousands of cases of piles which we see, the 
symptom of itching is comparatively rare, and in 
the large majority of those in which it is present 
and on whom we operate, the relief may be ex- 
plained by the excessive stretching, tearing open 
the crypts, emptying their contents, and thus re- 
moving the cause of the itching. How many cases 
of hemorrhoids have each of us seen, however, in 
which even after operation the itching continued 
just as bad as ever; a large percentage of the cases 
of pruritus which I have seen in the past few years 
had been operated upon before consulting me for 
fistula, or hemorrhoids without relief of this 
symptom, and in nearly all of these cases I have 
found inflamed cryptic pockets burrowing down 
underneath the muco-cutaneous membrane—and 
out as far as the scrotum or vulvar folds. So 
frequently have I found this that I no longer op- 
erate for hemorrhoids until I have searched the 
anal valves all around the rectum to determine 
whether I have to deal with simple hemorrhoids or 
those complicated by cryptitis. 


The clipping off of the top of a hemorrhoid will 
stop a protrusion or bleeding, but it will not cure 
an irritation of the crypts, and where a small fis- 
sure exists between two hemorrhoids it is nearly 
always sure to be connected with the crypts, which, 
if not laid open, will produce swelling, and leave a 
source of irritation and itching. 


CHRONIC SPASMODIC SPHINCTER. 
Another condition which I have found to be 
caused by cryptic irritation is that of chronic spas- 
modic sphincter. Allingham, Cooper and others 
have written upon obscure neuroses of the rectum. 
Goodell, in a brilliant chapter upon the ”Insane 
Rectum,” describes all sorts of agonies due to spas- 


FIG. 2.—Crypts of Morgagni exposed by Humphries speculum; 
robe introduced into crypt running down into hypertrophied radial 
old. (B) Shephard’s crooked probe. 

modic sphincter and neuralgia about the rectum in 
which there were no apparent causes, and at- 
tributes all the pain to an irritation of the spinal 
column or some other neurosis. I have never be- 
lieved that such conditions could be central, and 
have persistently held that they were all due to 
some obscure rectal pathology. In the last few 
years I have been following up these conditions, 
and in a large number of patients suffering from 
spasm or neuralgia of the sphincter—cases in 
which I formerly gave remedies containing more 
opium than was wise—I have found in these little 
crypts foreign bodies or small ulcers burrowing 
down beneath the margin of the valves into the 
highly sensitive area of the anus, giving sufficient 
cause for all the symptoms and which upon being 
emptied and the ulcers excised, the pains have dis- 
appeared. 

I have in mind ‘at least five such cases in which 

there was no evidence of fissure, no hemorrhoids. 
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and yet constant neuralgic pain and spasm of the 
sphincter, with its constipation and auto intoxica- 
tion. All have been relieved by excision of the 
inflamed and sensitive crypts of the anal canal. 


OBSCURE FISSURE. 


An acute fissure with intense burning pain fol- 
lowing the stool or a passage of wind, and apparent 
to the eye, and healing over from time to time, is 
one of the most familiar rectal conditions, and is 
easily cured by stretching, incision, or by applica- 
tions of pure ichthyol or nitrate of silver. These 
are not the distressing fissures that do not burn 
at stool, but in which dull pain and aching begin 
from one to two hours after defecation, and con- 
tinue with dull throbbing and neuralgia for more 
or less of the subsequent twenty-four hours; this 
type drives the patient to despair and worries the 
doctor to distraction. Some of these are due to 


neuritis and in them one will nearly always find a— 


hard cycatrix at the base of the fissure, but some of 
them present no such conditions and one can see 
no break in the mucous membrane. These are the 
types which are due to cryptitis; they are never in 
the posterior commissure—always to one side or the 
other. If one will take a probe bent like a shep- 


herd’s crook (Fig. 2) and. search the bottom of the 


fissure he will find that they originate in the crypts 
that have openings high up in the anal canal, and 
that the crypt leads well down into the muco-cu- 
taneous surface into an area supplied with sensi- 
tive nerves. The delayed pain is due to the fact 
that it takes some little time for the gas or faecal 
matter to get down to the bottom of the tract; the 
prolonged agony is due to that fact that it takes a 
protracted time for the sphincter to squeeze the 
gas or faecal matter out of the tract, and when it 
has been emptied the pain ceases and not until 
then. It is in this type of fissure that stretching 
and local applications have no permanent effect— 
only excision or incision with scraping brings 
about a cure. 


INVISIBLE ULCERATION OF THE ANAL CANAL, 


Somewhat overlapping the conditions which I 
have just detailed is that which may be de- 
scribed as invisible ulceration. Certain patients 
suffer from high temperature, bearing down pain, 
spasm of the sphincter, constipation, etc., without 
any visible cause for the same. It is this type of 
case that has often been benefited by divulsion of 
the sphincter, without any visible lesion to indicate 
it; they are called neuralgic sphincters. Such a 
case is the one reported by Vance and quoted 
above; I think many of these cases exist, although 


it has not been my privilege to see so well-defined 
a one as he describes. 
FISTULA. 

It is easy to conceive how acute infection of 
these cryptic tracts may lead to extensive subcu- 
taneous fistula. In fact, they are de facto blind 
internal fistulas of a lesser degree and I have no 
doubt that most of the larger ones have their origin 
in these inflamed crypts. 

SKIN TABS. 

The pathology of the ordinary skin tab which is 
so frequently found around the margin of the anus, 
has been, I believe, entirely misunderstood. I for- 
merly considered them simply fibrous tissue develop- 
ments, resulting from thrombodic hemorrhoids, or 
as a result of inflammatory extenal hemorrhoids, 
Recently, however, I have changed my mind en- 
tirely. Careful examination of these little tumors 
has shown me that in almost every instance there is 
a tract leading down into them from one of the 
crypts of Morgagni. These tracts are sometimes 
very fine and difficult to probe, but with a very 
small shepherd’s crooked probe and careful search- 
ing I have been able to find the tracts in almost 
every case. Cross sections, under the microscope, 
have shown chronic inflamed tracts running down 
into the center and almost to the surface of all 
these tabs. Sometimes probing is very painful—at 
other times not at all so. This is owing to whether 
there is ulceration at the upper end of the tract 
leading down into the tabs. The tracts are often 
tortuous and can be entered only with a fine ear 
probe. In treatment, however, it makes little dif- 
ference whether the lower limit of the tracts are 
found or not. The tab must be cut off flush with 
the skin anyway, and the dissection carried upward 
to include the aperture of the valve involved. 

The point of interest here is the explanation of 
the fact that simply snipping off skin tabs so often 
fails to cure. If complete extirpation of the crypt 
is not accomplished there is left a small subcu- 
taneous fistula leading from the mouth of the crypt 
above to the open wound below (Fig. 3). 

REFLEXES, 

The reflex or sympathetic disturbances due to 
anal diseases are so numerous and so varied that 
they are hardly credible; some of them that have 
been relieved by the cure of the rectal condition I 
can hardly believe myself, though seeing them with 
my own eyes. Those due to diseases of the crypts 
vary in no way to those due to other diseases of the 
anus and rectum except that the latter are patent 
and usually recognized, and diseases of the crypts 
are invisible and often overlooked; consequently 
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the reflexes in these are more obscure than in other 
diseases. I can here call attention to very few of 
these, especially those associated with digestive dis- 
turbances. The reflexes of the genito-urinary or- 
gans may be mentioned in the beginning, although 
they will not appeal particularly to this society. 
Dysmenorrhoea, amenorrhoea, dysuria, in both 
sexes, mucus urethritis—septic or non-septic, spasm 
of the levator ani muscle, spasm of the sphincter, 
neuralgia of the testicles and perineum, priapism, 
etc., are among the reflex manifestations of cryp- 
tic disease, every one of which I have seen relieved 
by a cure of this condition. 

There is no organ in the body too remote to be 
affected by inflammation around the anal orifice; 
loss of appetite is not an uncommon reflex, and is 


FIG. 8.—Showing the relationship of crypts by A. tabs. (A. D.) 


Tract running from crypt down into skin tab. Wound showing 
skin tab — off. (C, E.) Fistulous tract running from crypt 
down ity : in tab which has not been obliterated by clipping off 
the skin tab. 


restored when the irritation ceases; flatulence and 
so-called intestinal indigestion are among the most 
<ommon symptoms. I consider that this is two- 
fold in its orgin: (1) It is due to reflex irritation 
of the nerves, and (2) to decomposition of food 
products caused by a too prolonged retention in the 
alimentary canal. Constipation is one of the con- 
stant symptoms, and the cause of the foregoing. 
It is brought about in three ways: I, a reflex 
action upon peristalsis; 2, fear of pain at stool; 3, 
spasm of the sphincter and levator ani muscles, 
caused by pain. Cardiac palpitation is a frequent 
symptom, I had one patient who had to be ac- 
companied to toilet every time her bowels moved 
on account of this symptom and fainting at the 
time. In one patient palpitation occurred at other 
times than at stool and seemed to be due to pres- 
sure of gas upon the heart—both were promptly 
relieved by extirpation of the crypts. Headache 
and ocular disturbances are among the symptoms; 


stomach and stool examination in these cases give 
negative results; there is no doubt, however, that 


- autotoxemia plays a large role in this condition, 


and when faecal stasis has been overcome by op- 
erating upon the diseased crypts they are relieved. 

The point I wish to emphasize before this so- 
ciety is this: when the ordinary, stomachic and di- 
etetic medications have failed careful examination 
of the lower end of the anal canal should be re- 
sorted to, and if any diseased conditions are found 
they should be properly treated. 

As to treatment of diseases of the crypts, I am 
of the opinion that nothing but radical extirpa- 
tion will effect a cure; I have tried cauterizing 
them and using local treatment and have given 
temporary reliefs, but the disease always returns. 
I have also tried incising them, but have found 
it difficult to keep the edges apart and prevent 
their recurrence. The only thing that seems 
permanently successful is to pass a bent probe down 
into their depths and excise the crypt around 
the probe leaving healthy tissue, and thus sepa- 
rate the edges. The operation itself is not 
difficult; the finding of the crypts and their in- ~ 
ternal aperture is often quite so. It is an easy 
matter to probe a hole through the bottom of a 
crypt that is not diseased and pass it out into the 
sub-cutaneous cellular tissue, thus making a fistula 
where one did not exist. In order to avoid this the 
probe should have a smooth round head and be 
very flexible, so it will bend and not penetrate the 
tissue if the operator is too strenuous in his search- 
ing. In some cases the aperture is so small that 
nothing but a very small ear probe bent upon itself 
will enter. The aperture is nearly always between 
two hemorrhoidal developments in the pillars of 
Morgagni, and this gives an indication where to 
search. 

The probe cannot be introduced through a cylin- 
drical speculum, for the pressing of the instrument 
will prevent the entrance of the probe. An 
Humphries speculum is the best instrument to be 
used in searching for the crypts. If the crypts are 
only chronically inflamed there will be no pain 
in introducing the probe; if, however, there is an 
ulceration in the crypt the introduction of the probe 
will often be accompanied by acute pain, such as is 
felt when a chronic painful fissure is touched. The 
cryptic tracts are often manifest by hypertrophied 
radial folds, which can sometimes be taken up be- 
tween the thumb and finger and the induration felt 
therein. One should always search above the 


folds for the aperture leading down irfto them. In 
operating upon the crypts it is not wise to stretch 
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the sphincter first, lest the crypt be torn and the | 


cellular tissue laid open, so that the probe will enter 
this rather than into the cryptic crack. The crypts 
should be extirpated first and the sphincter then 
stretched thoroughly and gently. A small strip of 
iodoform gauze should be laid into the tract from 
which each crypt has been extirpated, and a Lynch 
tube introduced to hold this in place. The tube 
should be removed in 48 hours, but the gauze left 
in until granulation has been well established, and 
it comes away with a movement of the bowel. The 
latter should be induced by a mild laxative in two 
or three days. After the pieces of gauze come 
away the parts should be dressed with an ointment 
of ichthyol 5 per cent., argyrol 15 per cent. and 
anaesthesin 10 per cent. If there is much aching 
about the parts after the operation apply around 
the rectum a wad of gauze soaked in hot water and 
witch hazel, equal parts, place over this oil silk and 
apply a hot water bag. 


WHEN SHALL WE OPERATE ON SIMPLE 
FRACTURES OF LONG BONES? 
James P. Warsasse, M.D., 

Surgeon, German Hospital, 

BROOKLYN, NEW YORK. 


The surgeon can no longer be content with im- 
perfect results in the treatment of fractures. The 
4-ray has been productive of much discontent. We 
shall wish always for perfect results. Perfection 
is not always easily secured. Inasmuch as there 
ate certain inconveniences and hazards inherent in 
operations upon simple fractures, we must often be 
satisfied with a result which is not perfect. The 
majority of fractures of long bones, treated in the 
best hands, are left-to heal in a position which may 
be discovered to be imperfect by means of either 
the «-ray or the autopsy, if not by external ex- 
amination. 

When manipulation, traction and pressure have 
done all that they can, and satisfactory reduction 
has not been secured, the relaxing effect of a gen- 
eral anesthetic is called for. When this and other 
tentative expedients fail, operation is the next step. 
The mistake of laying down rules to be followed in 
all cases should not be made. This is important 
because the skill and facilities of surgéons vary. 

The condition of the patient is also a factor in de- 
termining operation. So long as there is no sub- 
sequent defect of functions, or other disturbances, 
such as pain, most patients do not require a per- 
fect result. ° The question of esthetics is always 
to be considered, but function is the main thing. 


FIG. 1.—Fracture of the surgical neck of the humerus, 


Upper 
end of lower fragment displaced inward into axilla. al 


An important reason for securing perfect results 
lies also in the fact that some day the patient may 
be confronted by a radiograph of his lesion; and 
then, even though he had no other way of surmis- 
ing that a perfect apposition had not been ob- 
tained, he may become a menace to the surgeon. 

Assuming that the patient may command a fair 
degree of surgical skill, in what cases should opera- 
tion be done? With how much displacement shall 
we not be satisfied? 

The rule may be laid down that, any displace- 
ment which interferes with the function of bone, 


FIG, 2.—Same case as Fig. 1, Strong traction and outward press- 
ure on lower fragment have been made under general anesthesia, and 
arms and shoulder put in plaster of Paris dressing. But little has 
been gained. 
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joint, muscles, vessels or nerves to such a degree 
as to be capable of discovery by the patient should 
be corrected. It cannot always be determined how 
much this interference is going to amount to, but 
if there seems to be sufficient uncorrected displace- 
ment to bring about such disturbance, operation is 
called for. Such displacement near a joint, of 
course, is more important than when in the middle 
of a long bone. 

In the clavicle, a certain amount of displacement 
is the usual result. When this is so great as to be 
easily discernible to the eye, after the best possible 
non-operative correctiou has been secured, then 
operation is indicated. 

In the humerus any transverse fracture with un- 
corrected overriding should be subjected to opera- 
tion. Otherwise, the rule above enunciated should 
be applied. 

The same may be said of fractures of the fore- 
arm. At the lower end of the radius, I should say 
that operation is indicated, if the horizontal dis- 
placement is more than 20 per cent. of the thick- 
ness of the bone in the direction of displacement. 
Usually operation may be done to correct a dis- 
placement of 15 per cent. Whatever the displace- 
ment may be, if interferences of function is pro- 
duced by it, its correction is called for. 

In the femur, the above rule should apply, with 
the following exception: Oblique fractures, when 
well treated, heal with good functional results but 
some shortening; the patient may be conscious of 
this shortening, but operation is not called for to 
prevent or remedy it. Transverse fractures of the 
femur, with irreducible overriding, usually heal 
with good function. Non-union and, at the best, 
slow union, are common. The present possibilities 
of surgery offer so much that operation is indi- 
cated in these cases. By operating at once, end-to- 
end apposition may be secured; and the many dis- 
advantages of lateral union obviated. 

Fractures of the tibia and fibula usually heal 
with some displacement, varying from 10 to 25 per 
cent, of the thickness of the bone. This is obviated 
only by the use of the x-ray. The same may be 
said of angular displacement. 

It is not within the province of this paper to dis- 
cuss methods of reduction and retention of simple 
fractures, but the use of metal pins driven through 
the bone of each fragment as a means of making ex- 
tension and counter-extension must be regarded as 
one of the most important expedients that has been 
applied in recent times. 

Loose fragments of bone, becoming displaced and 


FIG. 3.—Same case as Fig, 1. 


Operative ex- 


After operation. 
posure showed that the upper end of the lower fragment had been 
extruded outside of its periosteal envelope which had remained at- 


tached to the upper fragment, the cavity below the upper fragment 
being filled with solid blood clot. Reduction of this fracture would 
have been impossible without removing the blood-clot from the sub- 
periosteal space which the lower fragment should occupy. 

preventing satisfactory reduction, constitute a com- 
mon demand for operations upon simple fractures. 
Manipulation and traction fail in these cases. A 
short piece of the femur or tibia, which has become 
interposed transversely between the two main frag- 
ments, not only produces deformity, and is rich 
with possibility of pressure disturbances, but is a 
most potent factor in the production of non-union. 
Such fragments should be exposed, and, with the 
least manipulation possible, grasped with forceps 


FIG, 4.—Fracture of the surgical neck of the humerus with out- 
ward displacement of the fragment. In this case reduction was 


oy, secured by traction without operation, and a good result ob- 
tained. 
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FIG, 5.—Showing transverse fracture of the femur. It is in such 
cases as this that an unjustifiable amount of force is required to 
effect reduction and maintain it. These cases are best treated by 
open operation and fixation at the beginning. Unless this is done, 
healing with over-riding, as here shown, will be the rule. 


and rotated back into position. The removal of 
loose fragments in such cases is often called for. 
The direct methods of retaining bone-fragments 
in apposition must vary with each case. When two 
bones have been placed in natural position, their 
tendency is to remain there. In the oblique frac- 
tures, if the surfaces are without irregularities, they 
often slide out of position. In such cases, one or 
two bone pins are of service. By making a notch 
to receive a point or by the employment of the prin- 


hown, no operation is 
ments as here s Perfect 


FIG. 6.—In such displace 


indicated. Correction = y is tow- 
i t be obtained, bu 

of the foot good function ts secured. No of 

the lower extremity should be permitted to leave the foot ave 


ciple of mortising, the fragments may be prevented 
from slipping away. A most important step in 
the open treatment consists in suturing closely and 
firmly the soft tissues around the fracture after ap- 
position has been secured. By securely sewing 
periosteum, fascia and muscle snugly around a frac- 
ture an efficient splint action is obtained. 

' Metal plates, screws and pins are indicated in 
some cases. My own preference is for absorbable 
materials. The plates advocated by Parkhill and 
Lane are of service in some of the large bones; but 
even in most of these, the mortised ends for trans- 
verse fractures and the simple pin for oblique frac- 
tures are to be preferred. Strong chromic catgut. 
or kangaroo tendon, in experienced hands, can be 
employed for immobilization purposes in a variety. 
of ways. The present use of metal plates has per- 
haps reached its maximum, 


THE SUPRAPUBIC TWO-STEP OPERA- 
TION FOR THE REMOVAL OF THE 
HYPERTROPHIED PROSTATE. 
Lewis S. PitcHer, M.D., anp Paut M. 
Pitcuer, M.D., 

BROOKLYN, N., Y. 


In any. discussion of the subject of prostatic 
dysuria, it is first recognized that during the past 
twelve years the technic of prostatectomy has been 
perfected to a degree which makes it possible for 
all experienced surgeons to remove the prostate in 
the majority of cases, recovery and relief to the im- 
mediate urinary obstruction resulting. On the 
other hand, however specially skilled a man may 
have become in this branch of surgery, some de- 
gree of mortality is an inevitable accompaniment 
to any attempt to relieve the more advanced cases. 
It occasionally occurs also that a case which seemed 
before operation to be a perfectly safe surgical risk 
dies suddenly a day or two after operation. These 
mortality percentages provoke a most careful con- 
sideration of all of the factors entering into the 
problem of prostatic dysuria. At the outset of such 
a study it may be profitable to divide all cases into 
different classes, according to the differing methods 
of treatment which they require. They are, roughly 
speaking : 

1. Those in which the obstruction can be re- 
lieved by the prostatic punch. 

2. Those in which the prostate can be removed 
by either the perineal or suprapubic route indiffer- 
ently. 

3. Those in which the prostate can be most 
safely and quickly removed by a one-step operation. 
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4. Those in which the prostate can be most 
safely removed by a suprapubic two-step operation. 

5. Those in which a suprapubic cystotomy only 
is permissible. 

It is of the fourth class that we wish to speak. 
The suprapubic two-step operation is the operation 
of choice; first, in all cases of prostatic dysuria 
with a large amount of residual urine in which a 
catheter cannot be introduced; second, in all cases 
with a large amount of residual urine where a per- 
manent catheter is not well borne, or gives rise to 
temperature, or does not effect the proper empty- 


Wi 


| 


FIG. 1—Second step in the preliminary cystotomy. The bladder 
wall ig seen exposed and the position of the incision is indicat 
near the fold of the peritoneum. The two stay sutures are in place 
and hold the bladder wall up. As soon as these sutures have been 
introduced the fluid is withdrawn from the bladder. 


ing of the bladder; third, in all advanced cases in 
which the patient is much debilitated, or is suffer- 
ing from constitutional symptoms dependent upon 
the disease, or in the presence of advanced arterio- 
sclerosis and greatly increased blood pressure. 

If it can be shown that the suprapubic operation 
is actually attended by a lower mortality than 
perineal prostatectomy in all classes of prostatic 
dysuria, and that the end-results are equal, then the 
former operation will be adopted by the majority of 
surgeons, because of the possibility of doing the 
operation in two steps—the first step under local 
anesthesia and the second with a minimum of ether 
anesthesia and without using a single instrument 
—and because of the opportunity of making a com- 
plete examination of the bladder with the finger. 
The greater certainty of preservation of the sphinc- 
ter vesicae and of the ejaculatory ducts, and the 
probability of full control of the urine, in the aver- 
age case in less than three weeks, are added reasons 
for the choice of the suprapubic route. 


In all cases of massive adenomatous hypertrophy 
of the prostate suprapubic prostatectomy is indi- 
cated, irrespective of the age of the patient. It is 
by far the safer and easier operation for a surgeon 
of limited experience. The technical part of the 
work is more easily accomplished, the prostate is 
more surely removed in its entirety and there are 
fewer chances of wounding adjacent tissues. 

We shall outline briefly the operative technic in 
handling these cases which has given us the great- 
est satisfaction, and has made it possible for us to 
approach these cases with an assurance of a satis- 
factory outcome and a much shorter period of in- 
validism with a permanency of the result. 

The general condition of a patient must first be 
considered, together with the amount of residual 


FIG. 2.—Shows the suprapublic tube in place after the bladder 
has been opened. The stay sutures are tied on the side of the tube 
opposite the point where they are introduced into the bladder. 


urine and the effect of its back pressure upon the 
kidneys. If the residual urine is more than six or 
eight ounces, a preliminary drainage of the bladder 
is indicated, either by an indwelling catheter or by 
the suprapubic cystotomy opening. Personally, we 
feel that a properly conducted suprapubic cystotomy 
under local anesthesia is safer than the continued 
use of an indwelling catheter, inasmuch as it can be - 
readily accomplished without any danger to the 
patient, it relieves immediately and permanently 
the urinary obstruction, it opens up the tissues 
overlying the bladder and subjects them to any in- 
fective process which may be going to develop be- 
fore the major operation is performed, and it also 
allows a very complete and satisfactory examination 
of the prostate from. above, as well as the removal 
of any stone which may be present in the bladder. 


PRELIMINARY CYSTOTOMY. 


The technic of the cystotomy is as follows: After 
the bladder has been filled with a sterile fluid 
through a catheter, a median incision is made above 
the pubis and deepened. until the bladder is ex- 
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posed, and the peritoneum is reflected from its an- 
terior surface. A point high up on the wall of the 
bladder on its anterior surface :is selected for its 
opening. A stay suture of No. 2 catgut is passed 
through the wall of the bladder on either side of 
this point. The fluid is then allowed to escape from 
the bladder through the catheter. A knife is then 
plunged through the wall of the bladder, the wall 
being supported high up by the two-stay sutures. 
The finger is then passed into the bladder and an 


FIG. 3.—Shows more clearly the way in which the suprapubic 
tube is fixed into the bladder wound—the stay suture from one 
side being tied cn the opposite side of the tube, including some of 
the bladder wall, and the one from the other side tied in a similar 
manner. These will hold the tube more firmly in place than a 
purse-string suture and, secures absolute dryness of the wound, 


examination of its interior is made. The position 
of the urethral opening is determined, and the con- 
dition of the internal sphincter is also ascertained. 
The finger is then withdrawn and a moderate size 
drainage tube is inserted through the opening in the 
bladder (Fig. I). The two-stay sutures are tied 
around the drainage tube, fastening the drainage 
tube at a definite distance into the bladder, and clos- 
ing entirely the bladder wall around the tube. This 
method of holding the drainage tube into the blad- 
der insures a dry wound following the operation. 
The fascia and muscular tissues are sutured snugly 
around the drainage tube, a small piece of gauze be- 
ing inserted into the space of Retzius. The drain- 
age tube is then attached to a Bremmerman drain- 
age apparatus by which the bladder is periodically 
emptied. The patient is kept in bed for two or 
three days, and at the end of that time may be 
allowed out of bed, using some device to facilitate 
the emptying of the bladder. 
ENUCLEATION OF THE PROSTATE. 
At the end of a week, if,the patient’s condition is 


satisfactorily improved and the kidney function has 
re-established itself, the patient is taken to the 
operating room, complete anesthesia is adminis- 
tered, and the tube is removed from the bladder. 
The finger of the gloved hand is inserted into the 
rectum and the finger of the other hand is inserted 
through the suprapubic opening into the bladder. 
If there is a large bilateral enlargement of the pros- 
tate protruding into the bladder without special me- 
dian enlargement, experience has taught us that the 


FIG, 4,—The mg illustrates the removal of the prostate by the 
suprapubic method. The finger has been thrust into the prostatic 
‘urethra and enucleation is begun at the point furthest from the 
bladder. The section shows the finger breaking through the lateral 
inferior wall of the urethra. At this point it is easier to find the 
ee oie of cleavage between the prostate and its capsule. The 
inger is swept from side to side and it will be found that the por- 
tion which seems to be above the finger in the illustration is part of 
the lateral mass and is easily enucleated with it. After the mass 
of prostate, including the median enlargement, has been freed from 
its fascia and capsule it is turned out into the bladder and easily 
removed. The illustration shows how the prostate is supported by a 
finger in the rectum and pushed up nearer the enucleating finger. 


gland is best enucleated entire within its capsule. 
In order to do this, the mucous membrane of the 
bladder is cut through with the fingernail on the 
vesical side of the sphincter, and the finger is passed 
inside the sphincter to free the prostatic mass along 
the line of cleavage, and the entire gland is re- 
moved in one piece. This unquestionably destroys: 
a portion of the urethra, but does not seem to cause 
any post-operative stricture. In none of our cases: 
have we had any trouble from this complication 
following operation. 

A marked enlargement of the median lobe pre- 
sents an entirely different condition. Any attempt 
to enter the finger between the sphincter vesicae 
and the growth would be met with considerable dif- 


culty, and therefore, in these cases, inasmuch as: 


the growth is superior to the ejaculatory ducts, the 
finger is introduced directly into the urethra and 
the finger nail is easily worked through the thir 
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FIG. 5.—(a) A prostatic mass enucleated by the two-step opera- (b) An enlarged prostate removed by the two-step suprapubic 
tion in which the intraurethral method was used. The lateral lobes method in a man who entered the pengital with complete anuria. 
were removed separately and then a number of adenomatous and Specimen shows a moderate bilateral enlargement and a very con- 
atrophied adhesions to the capsule were also removed. siderable enlargement of the median lobe. 


(c) A prostate less than the actual size removed in one 0 by (d) Mass of prostatic tissue removed by suprapubic two-step oper-- 


the suprapubic two-step operation, the mass consisting of 


; ; x ilateral ation, in which ali of the lobes of the prostate were enlarged. 
enlargement without any perceptible median enlargement, 
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mucous membrane separating it from the adenoma- 
tous gland. A line of cleavage is quickly found 
and the gland is enucleated from the capsule, and 
turned out into the bladder (Fig. —). 

An examination of the specimens removed in this 
way will show that the anterior surface of the lobe 
removed is covered with mucous membrane, while 
the posterior surface is raw. If the lateral lobes 
and the median lobe are greatly enlarged, the enu- 
cleation, beginning within the urethra, attacking the 
lateral lobes first, is easily accomplished. 

The time required for such a procedure depends 
upon the size and character of the growth. One 
of us has removed an entire prostatic mass in this 
way in two and a half minutes, while it has taken 
nearly ten minutes to remove a much smaller mass 
which was made up mostly of fibrous tissue. 

HEMORRHAGE. 

There is usually not more hemorrhage following 
this operation than the perineal operation, while, at 
the same time, if a hemorrhage occurs, the surgeon 
is in a much better position to check it through the 
suprapubic opening by packing the glandular space, 
than if the hemorrhage occurred deep within the 
perineum. We have never had a death from this 
cause, though one of our colleagues reports a death 
from hemorrhage following the perineal operation, 
in which the bleeding did not show on the perineal 
dressings, but took place into the cavity of the 
bladder. 

After the prostatic mass has been removed there 
are two different ways of treating the condition. 
One which has been considered very satisfactory in 
certain cases has been the introduction of a per- 
manent catheter through the urethra into the blad- 
der, and of a suprapubic drainage tube tightly fas- 
tened through the vesical wall. At the end of forty- 
eight hours the suprapubic drainage tube is re- 
moved and the bladder is allowed to drain through 
the permanent catheter. 

The other method is by the simple drainage of 
the bladder, suprapubically, with a good-sized drain- 
age tube, without any attempt being made to keep 
the patient dry. 

Of these two methods we prefer the former, as 
giving the patient a much greater degree of com- 
fort. 

In adopting this operation we were impressed by 
the greater number of those who were seriously ill 
when they came to us and yet recovered with good 
functionating bladders. The long period of con- 
valescence with a suprapubic urinary sinus which 
persisted for some weeks was nevertheless a draw- 
back to the operation. This, however, has been 
overcome by placing our incision in the bladder 


high up on its anterior face, and suturing the blad- 
der wall tightly around the drainage tube, thus pre- 
venting leakage into the surrounding tissue. 

A preference for this operation is also based on 
the facility and rapidity which our increasing ex- 
perience has given us in carrying out this enuclea- 
tion. 

Since January 1, 1910, we have operated upon 
twenty-five cases of prostatic dysuria with but two 
deaths. I'he first patient who died was a man of 
77 years, whose case was complicated by advanced 
interstitial nephritis. The bladder was opened un- 
der local anesthesia, and a tube inserted. One week 
later the prostate was enucleated in two and a half 
minutes. He died on the twelfth day after opera- 
tion from uremia. 

The second case was a man of 71 years, in whom 
a typical perineal operation was performed. The 
third day after operation, hemiplegia developed, 
and he died two weeks after the operation from 
cerebral thrombosis. 

Of the seventeen suprapubic cases in this series 
there was only one death. In the eight perineal 
cases there was one death. In the last nine cases 
of suprapubic operation one has been done in one 
Stage and the other eight in two steps, with no 
deaths. 

In order to show what the improvement in tech- 
nic his accomplished in diminishing the convalescent 
period, we quote the last four cases. 

I. Operation—suprapubic prostatectomy. Su- 
prapubic wound healed on the seventeenth day and 
voiding all urine. Three months after the operation 
there has been no leakage and the patient completely 
empties his bladder. 

2. Patient had complete retention for three 
years. Operation December 18, 1911—suprapubic 
cystotomy. December 23, second operation—supra- 
pubic enucleation of the prostate. Eleven days 
after the operation patient voided urine. Twenty- 
one days after the operation suprapubic wound 
healed. 

3. January 23, 1912—suprapubic cystotomy. 
January 27, 1912—suprapubic enucleation of the 
prostate. Twelve days after the operation voided 
some urine. Twenty days after the operation blad- 
der holds ten ounces without leakage, which is 
voided per urethram. Twenty-four days after 
operation abdominal wound entirely healed. 

4. January 27, 1912. First operation—supra- 
pubic cystotomy. Seven days later prostate enu- 
cleated. Eight days after enucleation voided urine. 
Thirteen days after operation abdominal wound 
completely healed. 

THE PitcHer Private HospitAt. 
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THE PROGNOSIS IN PROSTATIC DISEASE 
IN THE AGED.* 
Howarp LILIENTHAL, M.D., 
Attending Surgeon to Mount Sinai and Bellevue 
Hospitals, 
NEW YORK. 


In 1886 when I entered the hospital as a junior 
assistant on the house staff I well remember my 
sensation of helplessness, the reproach which ap- 
peared to be flung at my profession when, on going 
through the ward, the house surgeon pointed out to 
me a patient whom he described as follows: “This 
old man has been here for four or five weeks; he 
has an enlarged prostate and emphysema, and all 
that can be expected of us is to keep him comfort- 
able until he dies.” 

As I now look back upon this case I recall that 
the patient was what I would now consider a more 
than usually favorable operative risk for prostatec- 
tomy. Still this old man was allowed to linger on 
for months until he indeed did die, with such pallia- 
tion as could be given with the aid of the catheter, 
bladder lavage and the general nursing and treat- 
ment of complications as they arose. 

This was before the days of well established 
internal urinary antiseptics; even before the dis- 
covery of the value of oil of wintergreen. Cystitis, 
in this case already present, was from the start al- 
most a certainty and ascending renal infection was 
not an accident to cause chagrin. 

Soon after this time suprapubic cystotomy for 
bladder drainage came into vogue—the same oper- 
ation done so many years before for the extraction 
of calculi, especially in children. These poor old 
sufferers from prostatic disease were occasionally 
relieved of some of their distressing symptoms by 
this procedure. First of all there was the ad- 
vantage of bladder drainage and the doing away 
with the straining and the frequent attempts at 
urination. We noticed after this operation that the 
swollen prostate not infrequently became reduced 


in size and that even the function of urination was — 


in many instances re-established. This was due in 
part to the subsidence of the edema present in the 
mucous membrane and in part to the increase in 
muscular tone of the bladder through long continued 
rest. Also, the anchoring of the upper part of the 
bladder to the abdominal wall tended to draw the 
viscus upward and forward, thus obliterating to a 
considerable extent the pouch behind the prostate 
and therefore permitting a more complete emptying. 


*Read at th e hundred and twenty-first annual meeting of the 
New Hampshire Medical Society, Concord, May 9, 1912. 


Then came a short period during which Bier’s 
operation by ligation of both internal iliac arteries 
with the idea of starving the prostatic growth was 
tested and found wanting. 

The operations of double castration, vasectomy 
and Bottini’s galvano-cautery and the operation of 
so-called prostatectomy now came into prominence 
in America and hot were the discussions as to the 
merits and disadvantages of these procedures. It 
is interesting to note that, although the various 
operations just referred to came chronologically 
about as here set forth, a suprapubic cystotomy was 
actually performed by Amussat as long ago as 
1827 in the course of an operation for vesical cal- 
culus, and that the Bottini instrument was produced 
in 1876. Yet it was not until 1889 when McGill 
published a series of successful cases of “prostatec- 
tomy” that surgery at last woke up to the great 
fact that hypertrophy of the prostate in old men was 
a curable disease. 

In spite of the fact that during the past ten years 
the literature of this branch of operative surgery 
has become extensive so that there is little excuse 
for ignorance, the less progressive medical prac- 
titioners are apt to defer the visit to the surgeon 
until they have exhausted all other known means in 
the effort to put off what they apparently regard as 
the evil day. While this policy of procrastination 
undoubtedly swells the death roll and gives a false 
idea of the dangers of surgery there is one slight 
compensation. I refer to the fact that he who is 
relieved of pain and distress shows more gratitude 
than he whose life is saved by a. more timely oper- 
ation before the occurrence of the more distressing 
symptoms of his malady. In this respect prostatec- 
tomy and the extraction of cataract show points of 
similarity. An individual blind in one eye, but with 
fafr vision in the other where the disease is still in- 
cipient, may be far from satisfied after the ripe 
cataract has been extracted to find a confusion of 
binocular vision not present before; while the sur- 
geon who brings light to him who is totally blind is 
regarded with adoration. 

In prostatic surgery psychological moment is 
during the first attack of what we call acute prostat- 
ism, although speaking on broad and proper scien- 
tific principles the operation should have been done 
long before. But we are pretty well used to the un- 
equal. praise and blame of our patients and the 
conscientious practitioner will continue, regardless 
of all else, to do and to advise what he thinks is 
right. 

The prognosis of prostatic disease in the aged de- 
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pends upon various factors: first, the nature of the 
disease itself; second, the general health of the 
patient, including especially the condition of the 
heart and kidneys; third, what may be called the 
personal equation of the operator. By this I do 
not mean to speak for any one operation, strong as 
my bias may be, but merely exactly what I have 
said. Every operator will naturally choose for 
himself the method which appeals most powerfully 
to his surgical sense, and having practised this many 
times he will acquire increased skill in its applica- 
tion, and will achieve greater and greater success. 
And all this time his colleague, working on quite 
different lines, may be equally fortunate. 

In old men by far the commonest disease of the 
prostate is the so-called hypertrophy, which in 
reality is a form of neoplasm, single or multiple, 
growing in the substance of the prostate itself, the 
tumor being of a fibromatous or an adenomatous na- 
ture or one of the multitude of the variations and 
combinations of these two. In a certain propor- 
tion of cases, which some authorities maintain is 
considerable and others with equal vehemence as- 
sert is extremely small, there occurs carcinomatous 
degeneration. 

Carcinoma of the prostate may be divided roughly 
into two classes, the fibrous, or scirrhous form, and 
the glandular, or adeno-carcinomatous, form. In 
the same specimen, indeed, there may be various 
types, some with more and some with less fibrous 
or glandular tissue. 

It has been my practise to have a thorough and 
systematic examination made of every part of each 
prostate which I have removed, and occasionally 
there are surprises in the form of cancer where 
only hypertrophy had been diagnosed, or more 
rarely a stony hard tumor is returned from the 
laboratory marked adenoma or fibroadenoma. 


Clinically, one observes that large soft prostates 
are rarely malignant, while the small stony hard 
ones are much more apt to be so. I have seen one 
case of pure carcinoma of the prostate in which the 
patient showed the usual symptoms of prostatism 
with retention and overflow, but where there was 
hardly any visible tumor or enlargement present. 
The case was one of those well known to urologists 
in which the vesical neck itself ceases to functionate 
on account of its extreme fibrous rigidity. But I 
had intended to make this paper a purely clinical 
one based on the experience of one surgeon, and 
were I to go into the matter of the varying 
pathological anatomy of this interesting disease I 
should be carried far afield. 


Surgeons have long recognized that the various 
forms of carcinoma of the bladder are of an ex- 
tremely malignant and hopeless nature, and until 
comparatively recent years they have regarded 
carcinomatous disease of the prostate merely as 
one variety of bladder cancer. With the growing 
success of the operation of enucleation for the re- 
moval of hypertrophied prostate I have been forced 
to modify my views. 

For many years my favorite approach in opera- 
tions upon the prostate has been the suprapubic one 
and in several cases in which the pathologist was 
able to demonstrate undoubted carcinoma healing 
has been rapid and secure. I well recollect a num- 
ber of cases of prostatic adeno-carcinoma in which 
the disease was limited by the prostatic capsule, and 
in which there was complete operative recovery 
with perfect restoration of the functions of the 
bladder and urethra. The following histories will 
serve to illustrate the comparatively slow malig- 
nancy of intracapsular prostatic adeno-carcinoma: 


Case I. Mr. S. M., about seventy years old, had 
been suffering for a number of years with the usual! 
symptoms of prostatism without cystitis. On Janu- 
ary 29, 1908, I was called by his family physician to 
see him on account of an attack of complete reten- 
tion with some vesical hemorrhage following cathe- 
terization. The immediate cause for seeking sur- 
gical advice was that his physician was unable again 
to introduce the catheter and that there was reten- 
tion with overflow. 

I found an old gentleman in excellent general 
health, but with perhaps a little more than the usual 
amount of arteriosclerosis. The bladder was dis- 
tended almost to the umbilicus, and the patient suf- 
fered the usual distress. By rectum the prostate 
appeared to be considerably enlarged. 

My advice was that he submit at once to a supra- 
pubic cystotomy under local anesthesia, so that he 
would not only at once be relieved of his retention, 
but so that at the same time I might make a careful 
examination of the interior of his bladder, and also 
of the prostatic obstruction from the vantage point 
offered by the intravesical view. Mr. M. accord- 
ingly entered the Private Pavilion of Mt. Sinai 


_ Hospital, where this operation was performed the 


same day. I then found that both lateral lobes of 
the prostate were considerably enlarged, and that 
there was in addition a moderate-sized middle lobe. 
There was edema of the mucous membrane, which 
probably accounted for the present attack of re- 
tention. The bladder was very capacious, and the 
ureteral orifices were so large that they resembled 
small diverticula. Five or six days later,in gen- 
eral anesthesia by ether, I enucleated the prostate 
through the same incision. During this operation 
I suspected malignancy on account of the hard, 
almost cartilaginous, feel of the tissues. 

The portions removed appeared to be densely ad- 
herent to all surrounding parts, and I had to work 
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very carefully, with the help of an assistant’s finger 
in the rectum as a guide, in order that I might not 
perforate the lower bowel. 

During the avulsion of the prostate the entire left 
seminal vesicle came away, apparently unopened, 
with the left lobe of the gland. The diagnosis made 
by the pathologist, Dr. F. S. Mandlebaum, after 
careful gross and microscopic examination, was 
undoubted adeno-carcinoma, and my prognosis was 
accordingly very guarded. Nevertheless the patient 
made an uneventful convalescence, and at the end 
of two months was discharged from the hospital. 
At this time, although he was able to urinate nor- 
mally, a very small quantity of the urine escaped 
through a minute suprapubic fistula which, how- 
ever, soon closed. Three years after this opera- 
tion I learned that the patient was still well and 
that he had married. 

Case II. Mr. Henry S., aged fifty-nine, patient 
of Dr. G. A. Peck, of New Rochelle, had for a num- 
ber of months been annoyed by symptoms pointing 
to irritation about the urethra and prostate. In 
August, 1911, he had an attack of retention with 
overflow, and since that time it had been necessary 
to catheterize him every eight to twelve hours. His 
physician informed me that there had been slight 
elevation of temperature in the afternoon. He had 
been able to void from 250 to 300 cc. voluntarily, 
and the daily quantity of urine was about one and 
one-half litte. Urinary asepsis was maintained by 
hexamethylenamine. 

On rectal examination the moderately enlarged 
prostate could be plainly felt as a hard and nodular 
mass. This, together with the fact that there had 
been considerable deterioration in the patient’s gen- 
eral physical condition, had caused his physician to 
suspect malignancy, and in this opinion I concurred. 

Mr. S. entered Mt. Sinai Hospital, and October 9, 
without previous cystoscopy, I performed a supra- 
pubic cystotomy under local anesthesia. With the 
finger in the bladder palpation of the prostate con- 
firmed the findings by rectum. There was no ero- 
sion or break in the continuity of the mucous mem- 
brane, and the prostate felt rather small for one 
which had caused such distressing symptoms. 

For nearly an hour after this operation, which, by 
the way, did not occupy more than two or three 
minutes, and was unaccompanied by severe hemor- 
rhage or even the moderate bleeding which is usual 
in a cases, the patient appeared to be border- 
ing on collapse. His face was pale, his pulse ex- 
tremely small and the entire picture was very much 
like that seen in concealed hemorrhage. So far as 
the operation was concerned, however, I knew that 
this accident need not be considered. Next day the 
patient was out of bed and felt very well. 

One week later, in general anesthesia, I enucle- 
ated as much of the prostate as was possible, re- 
moving it in fifteen or twenty fragments by digital 
avulsion. This portion of the operation was ex- 
tremely difficult, and the patient Had to be kept 
under the ether anesthesia for fully fifteen minutes. 
Hemorrhage was much more profuse than it was at 
the first stage, and yet there was no collapse and no 


shock afterward. It has occurred to me that the 
small amount of cocaine used as an anesthetic in the 
first step of the operation may have been partly to 
blame for the post-operative syncope. Dr. Mandle- 
baum reported the specimen to be one of adeno- 
carcinoma of the prostate. My patient, however, 
made an extremely prompt and perfect recovery, 
and at the present writing, March 3, 1912, the 
wound has remained closed and the function of 
urination is apparently normal, 


In neither of these two cases was any attempt 
made at the removal of the prostate with its capsule. 
Ordinary enucleation was performed as for adeno- 
matous or fibromatous enlargement, yet in the one 
case a wonderful freedom from recurrence is shown 
and in the other a perfect operative recovery al- 
though it is still early, being less than five months 
since the time of operation. 

Judging by these cases and others which I have 
treated or observed, it is my opinion that adeno- 
carcinoma confined to the intracapsular portions of 
the prostate forms an exception to the rule for 
operating upon carcinoma in general, which is, to 
make the widest-extirpation possible together with 
a generous margin of uninvaded tissue. It is an 
important question whether the method of enuclea- 
tion pursued in these cases is not far better than 
the tremendous operation of total extirpation of the 
prostate with its capsule and the deep urethra which 
has been suggested and practised by certain mem- 
bers of the profession, 

In the latter procedure the sacrifice of tissue is 
enormous, the loss of function of fhe bladder is 
practically complete and from the time of the opera- 
tion the patient becomes a hopeless invalid, 

To return to the general subject of prognosis, my 
personal experience has made me quite certain that 
the operative recovery of the patient depends first 


- upon the very obvious fact that it is far better to 


do too little than too much. Too Little may be 
supplemented until we have reached the desired 
goal of Enough, while Too Much is difficult to 
remedy. 

An old and feeble patient suffering from urinary 
sepsis, from loss of sleep, on account of the numer- 
ous calls to empty the bladder, from the pain of 
frequent and often badly borne instrumentation, 
from the cardio-vascular disease so common in the 
aged must first of all be relieved; the cure can 
wait. Relief is imperative or the opportunity for 
cure will vanish. The suprapubic opening of the 
bladder with the help of local anesthesia can be per- 
formed in a few moments. The instant that the 
bladder has been incised all strain attendant upon 
urination has been done away with, and the patient 
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as well as the bladder is given rest. Also the 
absorption of urinary and other toxins has been 
checked. The patient can, and unless he was 
actually moribund he will, rapidly recover his bal- 
ance of health. Immediate relief is demanded in 
these cases and the least possible procedure to ren- 
der that relief permanent should be our choice. 
This I maintain is suprapubic cystotomy after the 
method which I shall describe. The matter of 
prostatectomy can then be taken up and the work 
done at a time suitable to the surgeon and the 
patient, and when the normal health has been re- 
established—ordinarily in from one to three weeks 
following the cystotomy. 

This is not the time to waste the precious days, 
perhaps even the hours, in making an accurate 
diagnosis. We need not concern ourselves with the 
functionating capacity of the kidneys, with the 
probable exacerbation of an old chronic bronchitis 
and emphysema, with a myocarditis, and the ir- 
regular pulsations of an overstrained heart, for the 
time is past for considering these things and will 
not come again until the respite by cystotomy shall 
have been secured. This does not mean that we 
should omit important examinations. We must 


know the complications of the case and it is our 
duty to select proper means to lessen the risk of 


the coming ordeal. Medical treatment looking 
toward the reduction of blood pressure, the quieting 
of cough, the allaying of apprehension should go on 
coincidently with the preparations for the operation 
but they should never cause delay. We must know 
whether or not the patient is a diabetic, but we need 
not waste time in treating his glycosuria. 

And now, at the risk of criticism, I am forced to 
say here that in the average case of prostatism that 
comes to the surgeon for operation the cystoscope 
is out of place. Ever since this wonderful instru- 
ment was first brought to America I have made full 
use of it for observation, for operation, for ureteral 
catheterization. I am one of its most ardent advo- 
cates, but in a case such as I have tried to describe 
the cystoscope means positive danger. The bladder 
is in any event to be opened and laid before our 
vision, so that we shall know soon enough whether 
diverticula or calculi or tumor complicate our case. 
Anyone can follow a rule; it takes some skill to 
know when to break it. The rule which prescribes 
cystoscopy in vesical disease must be broken in the 
type of cases which are under discussion. 

Having decided then to open the bladder, the 
questions of technique and of the anesthetic come 
up. General anesthesia in these cases of old and 
feeble individuals with high arterial tension is posi- 


tively dangerous. Also it may form a cloak for the 
real cause of death, thus bringing unnecessary dis- 
credit to the surgeon. 

For example, I once saw an old man prepared 
for a suprapubic cystotomy to be performed in nar- 
cosis, who in the anesthesia room just before the 
cone was to be placed over his face was dramatically 
seized with an apoplexy from which he subse- 
quently died. Had the stroke fallen a few minutes 
later the death would doubtless have been ascribed 
to the anesthetic. Then, too, the non-poisonous 
narcotic gases, such, for instance, as nitrous oxide, 
even when given with oxygen, have their draw- 
backs. I have been informed by Dr. Thomas L, 
Bennett, of New York, whose experience in the ad- 
ministration of anesthetics is enormous, that the ac- 
cidents of cerebral hemorrhage and of acute car- 
diac dilation in patients with high arterial tension 
have followed the administration of laughing gas. 
In order to make sure that the least possible risk 
is incurred in these already very delicate cases, it 
is my advice and my custom to perform the pre- 
liminary cystotomy with the aid of some well-tried 
local anesthetic, for example, cocaine or alypin, well 
diluted with some other anesthetic drug. A mixture 
which has given me excellent results is known un- 
der the trade name of anaestalgene. It consists of 
cocaine in the strength of one-twelfth of a grain to 
the cubic centimeter, roughly speaking about one- 
tenth of one per cent., with a small quantity of 
adrenalin and guaiacol. 

If the patient has the full bladder of retention I 
do not catheterize, especially if this procedure 
promises to be difficult or painful. Otherwise, how- 
ever, the bladder is emptied and the catheter is left 
in situ. A median sagittal suprapubic incision is 
then made of suitable length, passing quickly 
through skin, aponeurosis and muscle to the pre- 
vesical space. Having drawn the peritoneum out 
of the way two guide sutures are quickly passed 
through the entire thickness of the bladder wall. 
While these are held taut to right and left the viscus 
is punctured with a scalpel near the upper portion 
of the wound, and with dressing forceps or fingers 
this incision is stretched to a size which will permit 
easy intravesical examination. If the bladder is 
empty at the beginning of the operation it is dis- 
tended with air by attaching an ordinary atomizer 
bulb to the catheter and having an assistant inflate 
the viscus just when the peritoneum has been drawn 
out of the way. The guide sutures are then put in 
and the puncture and divulsion made as above de- 
scribed. This divulsion tears the mucous mem- 
brane, but it tears the muscular coat.of the bladder 
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in much less degree. The muscles of this viscus 
running in various directions appear to be simply 
‘stretched away from each other, and the opening 
rapidly contracts, whereas if the entire vesical 
wound were made by incision it would take much 
onger to close or to contract. Before the enlarg- 
ing of the bladder wound it is best to warn the 
-patient that he must expect some pain. The stretch- 
ing, however, takes but the fraction of a second, 
.and the whole operation has probably not occupied 
more than two minutes, although it was accom- 
plished without any haste. The litigation of a ves- 
sel is rarely necessary. Dr. J. Bentley Squier has 
«alled attention to the importance of making the 
vesical wound as high up as possible so that the 
convalescence may be shortened, the urine having 
less tendency to flow from an orifice in the upper 
part of the bladder than from an opening close to 
the pubes. Now raising the patient’s pelvis or ele- 
wating the foot of the table and putting two blunt 
retractors into the bladder, an unobstructed and clear 
view of the interior can be had. Tumors, diverti- 
cula, calculi, prostatic masses or bars will be easily 
seen and recognized. The cause of the obstruction 
to the flow of urine can naturally be very per- 
fectly estimated. A right and left suture holding 
‘the bladder wall to the aponeurosis is then put in 
so as close off the space of Retzius. A tube is 
placed in the bladder and the first stage of the oper- 
_ation is finished. Shock is often totally absent, 
.and is rarely serious. It is imperative that the aged 
patient should be out of bed the very next day. 
The testicles should be elevated and the lower ex- 
tremities should receive daily massage to forestall 
thrombophlebitis. The pain has usually been very 
slight, and seldom lasts after the actual operative 
procedure. The relief is immediate. No more 
-catheterization is necessary, there are no more 
strainings and spasms which formerly occurred on 
-every attempt at micturition. The distended and 
atonic bladder recovers its tone, cystitis vanishes. 

I have even seen dilations of the ureteral open- 
ings large enough to admit the index finger contract 
in ten days so that palpation could no longer de- 
tect them. The patient is now in a condition to un- 
dergo further operative procedures with far greater 
chances of success than were present at the time 
of the first step. But there is no hurry. If six or 
ten days are not sufficient to restore a condition of 
health such as has not been known for many 
months, by all means wait three weeks, four weeks, 
six weeks—but wait until the time is ripe. 

Now if the diagnosis of hypertrophy of the pros- 
-tate has been confirmed at the first operation chloro- 


form or ether may be administered until deep surgi- 
cal anesthesia has been secured. The suprapubic 
wound should then be digitally divulsed and the un- 
gloved finger or fingers will accomplish the enuclea- 
tion of adenomatous or fibromatous masses, usually 
within five minutes. Two fingers of one hand in 
the rectum will aid in this work, or an assistant may 
act as rectal guide so that the surgeon may have 
either hand free for the intravesical work. We 
have then accomplished a suprapubic enucleation 
of the prostate with about ten minutes or even less 
of general anesthesia. A packing of gauze to hold 
the mucosa against the raw surface in the bed of the 
prostate is put in place, the tube is reinserted, the 
external parts of the wound are in their turn 
packed with gauze and the man is sent back to bed 
for twenty-four hours. It is indeed seldom that 
this patient cannot be gotton up the following day 
for at least half an hour, often for a longer time. 
In from three to five weeks he is well. For the first 
seven or eight days skillful nursing is most essen- 
tial. The gauze is to be removed in forty-eight 
hours, and thereafter the bladder should be irri- 
gated two or three times a day in order to get rid 
of loose clots and bits of tissue which may have 
been left behind. If this is not done there is dan- 
ger of these foreign bodies acting as the nuclei 
of calculi. Occasionally, in spite of all care, there 
will be retention of secretion with pus formation in 
the prostatic pocket. The patient then, say a week 
after operation, will have an elevation of tempera- 
ture. Massage through the rectum twice daily, with 
subsequent bladder irrigation, will accomplish all 
the drainage that is necessary. 

The ultimate prognosis after this operation is 
indeed excellent. The patients nearly always be- 
come rejuvenated so that their friends scarcely rec- 
ognize them. The general health and tone of the 
entire organism improves to a most surprising ex- 
tent. I have elsewhere suggested an explanation 
for the apparent increase in sexual power which 
we see in many of these patients, aged though they 
be, but I may be pardoned if I repeat it here. 

In old men the prostatic plexus of veins generally 
becomes enlarged and what one might term vari- 
cose. The deep veins of the penis empty into this 
plexus and the blood is carried away more rapidly 
than it should be. This venous network which 
surrounds the base of the prostate is injured dur- 
ing the operation of intravesical prostatectomy, and 
it may well be presumed that aseptic obliterative 
thrombosis occurs so that the return flow from the 
penis becomes impeded and conditions similar to 
those of earlier life are reproduced, and the stimuli 
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which in an aged person would ordinarily result in 
merely a slight engorgement of the organ are now 
sufficient to produce normal erection. This ex- 
planation corresponds closely with the observations 
of Lydston and others on the restoring power of 
ligation or resection of the dorsal vein of the penis. 
As a matter of fact I have never observed a patient 
who was sexually potent before the operation be- 
come impotent after it, while many whose virility 
had greatly suffered found themselves completely 
restored. In contrast, it is well known that surgical 
interference with the perineum, especially the oper- 
ation of perineal prostatectomy, is very frequently 
followed by a complete loss of potentia-coeundi. 

The history of a case showing what may be done, 
even when any surgical interference looks perilous, 
is that of 


Case III. Mr. sixty-three years old, 
whom I first saw in October, 1910. For fifteen 
ears this man had been suffering from dysuria. 
he act was always accompanied with much strain- 
ing, and the desire to void had been growing so fre- 
quent that it finally became almost constant. The 


urine, according to his own history, had remained 
clear and he believed that he could empty his blad- 
der. He had been examined by numerous surgeons 
and physicians, but for some reason unexplainable 
no diagnosis had been made, or, to be more correct, 
various diagnoses had been made, from pyelitis to 


inflammation of the deep urethra, and one gentle- 
man had been dilating the deep urethra under the 
impression that he was dealing with a fissure in this 
region. Shortly before I was called to see Mr. H. 
he had been seized with an attack of fever accom- 
panied with abdominal distention, and the urine had 
rather suddenly become turbid and slightly blood 
stained. The patient had an irregular pulse of high 
tension, and was said to be suffering from a severe 
form of myocarditis. For two years he had pro- 
gressive glaucoma, so that he was now practically 
blind. He was an obese individual in addition to 
his other afflictions, and altogether every operative 
outlook was most disquieting. His irregular and 
intermittent pulse was about 100, his temperature 
103°, and there had been chilly sensations. On ac- 
count of the abdominal rigidity, examination by 
palpation was practically impossible. The prostate 
by rectum felt only moderately enlarged. After 
micturition only a few drops of residual urine could 
be obtained by catheter and still he had a constant 
desire to void. For some reason no radiographic 
examination had ever been made, and.on finding 
blood, pus, and particularly pus in clumps in the 
urinary sediment, I at once advised radiography of 
the entire urinary tract. . 

In spite of his wretched condition this patient 
procrastinated for two months longer, and when 
lis symptoms were worse than ever, and his outlook 
for operation very bad, he entered Mt. Sinai Hos- 
pital. His urine now looked like thick pea soup, 
and blind as he was and suffering as he did with 


urinary sepsis, he was a most wretched being. A 
radiograph was at once made, and disclosed a 
shadow of enormous size so far above the pubic 
region that in spite of its density I had some doubts 
as to its nature. An attempt to introduce a cysto- 
scope was instantly followed by a hemorrhage so 
severe that I had to desist. A searcher, however, 
passed easily and instantly detected stone. Imme- 
diately after the examination there was a chill and 
a rise in temperature to 104.5°. The bladder was 
at once distended with air and opened under local 
anesthesia for the removal of the stone. This cal- 
culus when dry weighed three ounces. The blad- 
der was tremendously hypertrophied and hugged 
the stone closely, its position in the pelvis being ex- 
plained when I discovered a prostate so large that 
the retroprostatic pouch was far away from the in- 
ternal urethral opening. é 

On December 22, 1910, a week after the cystot- 
omy, this patient’s condition had so far improved 
that the removal of the prostate was undertaken. 
Under chloroform anesthesia by Dr. Bennett the 
suprapubic wound was quickly dilated and a soft 
prostate about the size of a large lemon was easily 
enucleated. This was attended with much more 
than the usual hemorrhage, and at the close of the 
operation the patient’s condition was far from good. 
Very probably the cause for this undue bleeding was. 
the rigid condition of the blood vessels which per- 
mitted each artery to gape instead of closing and 
retracting under the stimulus of the operation, as is 
ordinarily the case. After the recovery from the 
initial shock convalescence was rapid, and the 
patient was discharged less than six weeks follow- 
ing prostatectomy. His first urination was eighteen 
days after the operation, and, as not infrequently 
happens, it was followed by a chill and a rise of 
temperature. The patient’s general health improved 
so greatly after this operation that he was about. 
to be accepted by a health and accident insurance 
company, being finally refused on account of his. 
blindness. The function of urination is perfect. 

I have reported this case on account of its un- 
usual features, the most puzzling of which was the 
absence of residual urine. This was simply ac- 
counted for, however, by the presence of this large 
stone, which filled the pouch which would other- 
wise have held the residual urine. Had I been rea- 
sonably sure of the presence of the enlarged pros- 


tate I should have made no attempt at cystoscopy.. 

To sum up: 

I.: The distressing symptoms of prostatic en- 
largement in the aged can be relieved by operation. 

II. The operation should be undertaken as soon 
as the patient consents once the diagnosis has been 
made. 

III. In prostatic disease the possibility of car- 
cinoma is ever present. 

IV. Do a little at a time, never too much at one: 
time. 
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V. Unless the patient is actually moribund no 
one who suffers from the effects of prostatic en- 
largement should be denied the hope of the relief 
afforded by surgery. 


A NEW METHOD OF EXTIRPATING THE 
PENIS. 
Epwarp L. Keyes, Jr., M.D., 
NEW YORK CITY. 


The procedure usually employed in extirpating a 
penis afflicted with extensive carcinoma may be 
briefly described as follows: A skin incision is 
made to encircle the base of the penis and split the 
scrotum in the median line as far as the middle 
of the perineum; the corpora cavernosa are then 
mobilized by ligation of the dorsal vessels, division 
of the triangular ligament, and resecton and libera- 
tion of the urethra, after which each crus is di- 
vided, the penis removed, the urethra split and 
sutured to the skin of the perineum and the wound 
sutured after removal of the testicles or inguinal 
glands, if this is considered advisable. 

This operation presents no great difficulties with 
the excepton of those arising from hemorrhage 
when the corpora cavernosa are divided. This is 
done at the bottom of a rather narrow wound and 
may give rise to such an alarming hemorrhage that 
clamps must be left on the stumps. Having had 
one such experience, it seemed to me wiser when 


operating upon a recent case, materially to modify. 


the plan of attack in two ways: First, the addi- 


tion of the familiar inverted V perineal incision, 


giving a very much more satisfactory exposure of 
the perineal structure than can be obtained through 
the median incision. Secondly, if the operation is 
begun by making such an inverted V and con- 
verting this into a Y by the median incision, di- 
viding the scrotum, the next step naturally is to free 
the bulbous urethra from the corpora cavernosa 
and then to attack these, not from before back- 
ward, but from behind forward. In so doing one 
comes upon the arteries of the corpora cavernosa 
where they may be readily divided and ligated be- 
fore they enter these bodies, and close to these the 
dorsal vessels are readily exposed and ligated. 
Thereafter one may divide the corpora cavernosa 
at any desired point without fear of anything but 
an unimportant venous oozing. 

In performing this operation recently for the re- 
moval of an epithelioma, which, beginning in the 
scrotal urethra, had involved both corpora cav- 
ernosa, a curious fact was noted. The growth ex- 
tended so little into the scrotal portion of the 


urethra that it seemed unnecessary to sacrifice the 
pendulous portion of the penis, which seemed per- 
fectly free from any involvement. Accordingly 
the incision was not carried around the base of the 
penis, but the organ, freed of all its attachments, 
was pulled down in the perineal opening, and 
divided at the penoscrotal angle. Although all the 
recognized sources of blood had been tied off there 
was a surprisingly free but gentle venous oozing 
from the cavernous bodies. It seemed probable 
that so vascular an organ would live and accord- 
ingly the cavernous bodies were closed by ligation 
with catgut sutures, the organ replaced in its sheath 
and the incision closed after provision had been 
made for a perineal urethra by bringing the point 
of the V flap up against the triangular ligament, 
where it had been found necessary to divide the 
urethra. 

Somewhat to my surprise the outward semblance 
of a penis, which I had left behind, showed scarcely 
any evidence of congestion after the operation and 
the patient expresses himself delighted at having 
been able to retain an entirely normal appearance, 
though he bemoans the fact that the attachment 
of the penis to the body has the character of a flail 
joint. 


THREE GENITAL AND FOUR EXTRA- 
GENITAL CHANCRES IN ONE PATIENT, 


APPEARING CONSECUTIVELY IN THE 
COURSE OF THIRTY-NINE DAYS. 
S. GotrHert, M.D., 
Professor of Dermatology, Fordham University 
Medical School; Dermatologist to the City 
Hospital, Lebanon Hospital, Etc. 

NEW YORK. 


The case herewith recorded has several points 
of interest. In the first place it is an example 
of the now accepted fact that the initial lesion, 
though usually single, is not necessarily so; I 
have the records and pictures of a number of 
cases in which two, three and four distinct chancres 
were present, and of one in which there were not 
less than thirteen absolutely limited hard lesions in 
a row occupying the entire ring of the sulcus. In 
the second place the combination of genital and 
extra-genital lesions is a rare one. Thirdly, the 
patient was unusually observant and intelligent, 
and could give a detailed account, with the dates, 
of the appearance of the lesions. Finally, since 
thirty-nine days elapsed between the dates of ap- 
pearance of the first and the last scleroses, the 
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‘patient was susceptible to the virus for that length 
‘of time after the primary inoculation, and therefore 
presumably not generally infected until after the 
end of that time; which is certainly an argument 
for a renewed trial on a large scale and with mod- 
ern methods of chancre excision as a therapeutic 
measure. 

Correlating the anamnesis and the symptoms to 
form a connected story, the facts are as follows: 

A. R., male, aged 26, single, and denying any 
-previous venereal disease, was examined May 15, 
1911, and showed the following: 

1. A large, deeply exulcerated, typically indu- 
rated, and very slightly tender tumor on the lower 


portion of the inner preputial layer. This was the 


first lesion to appear, and it was also the largest and 


FIG, 1—The Three Genital Scleroses. 


mmost typical; the foreskin could be retracted over 
the glans only. with great difficulty because of it; 
‘it is not shown in the photograph, but its position 
‘is indicated by the swollen preputial fold between 
‘the index finger and the thumb. It appeared on 
February 5 of this year (Fig. 1). 

2. On the right side of the sheath of the penis 
at its base was a large, ragged and typically indu- 
rated lesion almost as big as the one on the prepuce; 
this was first seen on February 13, eight days after 
the advent of the preputial lesion. 

3. On the middle of the right side of the penile 
sheath was a bean-sized lesion oval in shape; it was 
as characteristic in its hardness as the others, but 
showed less signs of secondary infection. Its sur- 
‘face was eroded merely, and it showed beginning 
cicatrization. at the edges. It appeared four days 
_after the chancre at the base of the organ, on Feb 
ruary 17. 

4. On the middle of the left side of the patient’s 
cheek, and near the ramus of the jaw, was an oval, 

filbert-sized mass, indurated and with an eroded 
surface. This appeared first on March 5. 
5. On the under surface of the chin, a little to 


the left of the median line, was a small nut-sized 
indurated lesion, with an eroded surface. Time of 
appearance about one week after that of the lesion 
on the cheek, say March 12 (Feb. 2). 


6. Three-quarters of an inch to the left of the 
last lesion and under the ramus of the jaw, was 
another precisely similar to it, but smaller. As 
with the fifth lesion, the patient is not quite certain 
of the exact date of its appearance; it was after 
the advent of the cheek chancre, however, before 
that of the one on the lip, and about the same time 
as the other one on the chin (Fig. 3). 

7. On the center of his lower lip was a small 
nut-sized mass, very hard and insensitive, with its 
entire center exulcerated, but covered with a dark 
colored, dry, glazed, grayish-red crust.’ It was a 
characteristic labial chancre, and the patient is quite 


FIG, 2.—The Sclerosis on the Cheek. 
sure that it did not appear till March 18, after the 
last of the other six lesions. 

8. A general macular syphiloderm, not very 
marked, of which the patient was entirely ignorant. 

9. A characteristic general adenopathy. 

Io. A syphilitic angina, to which the patient 
called my attention. 

Ii. Severe nocturnal bone pains. 

_ 12, Great loss of appetite and decline in weight 
since the patient’s troubles began; he had had to 
give up work on account of progressing weakness. 

13. On April 7, no antiluetic treatment having 
been employed, extensive mucous patches were 
found on the inner surface of both lips. 

The first seven lesions noted were all scleroses, 
as was demonstrated by their character and by the 
finding of the treponema both in those of the face 
and those of the genitals. Thirty-nine days elapsed 
between the dates of appearance of the first lesion 
on the genitals and the last upon the lip, and both 
were situated in locations where they would natu- 
rally attract immediate attention. The develop- 
ment and appearance of the various chancres cor- 
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responded with the patient’s history. The oldest 
ones were the largest; the one on the middle of 
the sheath of the penis being least exposed to irri- 
tation, had evidently began to retrogress and its 
superficial erosion to epidermidize; those on the 
prepuce and at the root of the penis, where the 
conditions of warmth and retained secretions were 
favorable to pus infection, were deeply ulcerated 
and advancing. The dates of appearance of the 
lesions may not be absolutely accurate, but the 
patient is very positive of the first and last one, as 


FIG. 3.—The Sclerosis of the Lip and Two Submental Lesions. 


well as of the others, and it is these that are of the 
greatest importance. 

For here was an evident syphilitic infection, at 
the usual site, and running the customary course, 
in which for thirty-nine days thereafter the patient 
remained susceptible to fresh infections, and got 
them. It is absolutely impossible that they could 
all have been gotten at one and the same time and 
from the same virus with such great differences 
in the time of incubation. They may have been 
acquired at different times from one and the same 
source, the period of primary incubation and ap- 
parent health being sufficiently long to permit of 


it. This I consider to be their explanation; since _ 


local auto-infection could occur only after the first 
lesion was an open sore, and the time between this 
occurrence and the appearance of even the last 
chancre was too short for the usual incubation of 
the initial lesion. 

The practical interest of the case rests in the fact 
that for four or five weeks after the implantation 
of the syphilitic virus this patient did not suffer 
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from a general infection to the extent of being 
insusceptible to a fresh inoculation. Ablation of 
his prepuce with the sclerosis would not in this case 
have prevented the general infection, since the 
virus had already been implanted in other foci. 
But if, as is usually the case, it had been the only 
lesion, it is quite possible that excision of the 
chancre, even if done days after the appearance of 
the primary sore, might have prevented the sys- 
temic poisoning. I have met with a number of 
similar cases, though I have not recently had an 
opportunity to practise the early excision that I 
advocate in appropriate cases. I would reiterate, 
however, the statements that I have made else- 
where: that there is a period of time, though we 
do not know its length, during which the syphilitic 
virus remains localized, and its spread through the 
system may possibly be prevented by excision; that 
the disrepute of this operation, based on the trials 
of experimenters of thirty years ago, when both 
our means of early diagnosis and of non-infective 
operation were far less perfect than they -are to- 
day, is possibly unmerited ; and that excision of the 
chancre in cases seen reasonably early is an opera- 
tion that deserves a retrial, especially in instances 
where the lesion is so situated that the operation is 
a trivial one. 

154 WEST 77TH STREET. 


Dracnosis oF DuopENAL ULCER. 
As a general rule it may be stated that the symp- 
toms of duodenal ulcer are those which were for- 
merly at first called acid dyspepsia and more re- 
cently hyperchlorhydria. The writer thinks, how- 
ever, that we are not justified in the assertion re- 
cently made by Moynihan, of Leeds, in a mono- 
graph upon duodenal ulcer that “persistent hyper- 
chlorhydria * * * is the medical term for the 
surgical condition duodenal ulcer.” We undoubtedly 
find symptoms, which in practice cannot be dis- 
tinguished from those of duodenal ulcer, in chronic 
gall-stone disease, and in chronic appendicitis; and 
there are most certainly both a condition of hyper- 
chlorhydria due to proliferative gastritis and also 
one which is a purely nervous condition. Never- 
theless, the fact remains, and this is as far as the 
writer thinks we are justified in going, that there 
is a group of different affections comprising those 
enumerated above which are characterized by the 
symptom-complex to which stomach specialists for 
the last ten years have given the name of hyper- 
chlorhydria, and that of these duodenal ulcer is 
by far the commonest.—Gerorce HeErscHEL in the 
Interstate Medical Journal. 
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BoLpt—BLEEDING FROM THE GENITAL ORGANS. 


THE TREATMENT OF BLEEDING FROM 
THE GENITAL ORGANS OF WOMEN. 
H. J. Boot, M.D., 
NEW YORK. 


Before deciding upon a remedy which one pur- 
poses to make use of for the control of bleeding 
from the genital organs of women, it is essential 
to determine the source and the cause of the bleed- 
ing. To select a therapeutic agent without such 
knowledge is at once unscientific and unreliable. 

In order to present the subject most clearly, in 
considering the locations of the source and the 
causes of bleeding, I shall begin with the vulva and 
proceed inward. 

VULVA, 

Varix—Although a varicosity may be readily 

recognized when one takes the precaution to inspect 
the external genitals, nevertheless I have seen, in 
consultation, after confinement, two patients in 
whom this method as an aid to diagnosis was over- 
looked, so that both women were exsanguinated. 
While compression of the bleeding veins will suffice 
temporarily to stop the bleeding, it is safer and 
more surgical to ligate the bleeding veins. This 
_is readily and easily done with a ligature or a suture 
of fine catgut. When bleeding from varices occurs, 
the patient usually is pregnant. Still a varix may 
give rise to hemorrhage independent of pregnancy, 
should the veins have been injured from some cause. 
I have seen this as the result of scratching, to allay 
intense itching. 

Perineal Tears.—To have serious bleeding from 
these is exceptional. Should copious loss of blood 
be thus caused, inspection will at once lead to a cor- 
rect diagnosis. The proper treatment—suturing— 
is obvious, 

The case is different with tears that occur in the 
region of the urethra. In that location, between the 
urethra and the clitoris, a tear through the mucous 
membrane is apt to injure the cavernous structure; 
and from this we may have serious oozing, if it be 
not discovered and controlled with a suture. Or, 
much bleeding may come from injury to one or 
both of the small arteries (branches of the internal 
pudic) that are present there. 

VAGINAL BLEEDING. 

When the vagina is the source of the bleeding, 
sight, too, is a great aid to correct diagnosis. It is 
not exceptional for women who wear pessaries to 
have slight atypical losses of blood from that cause. 
It may be that the pessary is too large, or that, from 


not being kept clean, it has produced an erosion. 


Indeed, in a few instances, I have seen quite deep 
ulcerations. After removal of the cause, the quick- 


est way to cure these pressure erosions, is by the 
frequent application of a one per cent. nitrate of 
silver solution. 


Carcinoma of the vagina, although a rare con- 
dition as a primary lesion, may bleed when the 
growth begins to break down. If the neoplasm is 
not too far advanced, and an extirpation of the 
vagina may be undertaken with reasonable expec- 
tation of operating in healthy tissue so that the 
patient may be cured, then the radical procedure 
should be resorted to. If too late for extirpation 
of the vagina, curetting the carcinomatous ulcer so 
as to remove all readily breaking down structure 
should be the treatment of choice. After the oozing 
has ceased use acetone, locally, at frequent intervals. 
It is best to apply it daily until the wound has 
shrunken and the base become hard. Or, one may 
use a galvano-cautery, or fulgurization. Indeed, the 
cautery is to be highly commended. If it be used, 
local applications of tincture of iodine, or acetone, 
should be made to the cancer area, as soon as the 
slough from the cauterization has come off. 


Senile Colpitis—An inflammation of the vagina, 
in women past the menopause, sometimes causes 
“spotting” of blood, but rarely to such an extent 
as to warrant the term “bleeding.” Occasionally 
this causes much alarm, because of the fear of 
cancer. Such a condition is soon cured by the local 


use of nitrate of silver solution, or insufflation of 


boric acid, or any other dusting powder. 

A profuse hemorrhage may exceptionally take 
place from an atrophied senile vagina as the result 
of sexual intercourse, indulged in after years of 
abstinence. 

The bleeding in the vagina which follows small 
tears during expulsion of the child’s head in labor, 
usually ceases spontaneously and does not require 
active intervention. In instances of forceps de- 
livery, when one may reasonably be apprehensive, I 
should advise resorting to an excellent prophylactic 
measure, which consists in permitting only the slow 
expulsion of the trunk. 


VAGINAL PART OF THE CERVIX. 


Erosions and cervical tears, with ectropium, are 
sometimes the source of slight bleeding, particularly 
after sexual intercourse. For the cure of these con- 
ditions, also, there is nothing better than a solution 
of nitrate of silver from one-half to one per cent. 
Either pyroligneous acid, or a 10 per cent. sulphate 
of copper solution, is likewise a good medicament 
for local use. For the permanent cure of the 
ectropium, trachelorrhaphy should be done. 


Ulcers, syphilitic and tuberculous—both of rare 
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occurrence—may cause slight loss of blood. I have 
heard a report that even a very profuse hemorrhage 
was caused by a syphilitic ulcer. 

In the case of a syphilitic ulcer, specific treatment, 
after the bleeding has been stopped, is indicated. 
In tuberculous ulcers, the diagnosis having been as- 
certained by microscopical examination, the part af- 
fected should be removed. If, after careful ex- 
amination, it can be shown with reasonable certainty 
that the tuberculous process is limited to the ulcer 
on the vaginal part of the cervix, curetting with a 
sharp spoon, followed by further destructive therapy 
—as by the application of the galvano-cautery—is 
likely to bring about a cure. 

Epithelioma is the most serious factor that may 
cause bleeding from that part of the genital tract 
now under consideration. When the disease is dis- 
covered sufficiently early, a radical operation is 
surely the best and only therapeutic agent to be con- 
sidered, with the proviso that all circumstances for 
such operation are favorable. By a radical oper- 
ation, in cases of this kind—if the new growth be 
still in an early stage—is not meant the same type 
of operation that we would advocate for cancer of 
the cervix proper. Vaginal hysterectomy, properly 
done, is, in my opinion, a sufficiently radical oper- 
ation. When the condition is such that only a 
palliative intervention is indicated, thorough curet- 
ting, followed by a proper cauterization, is the 
treatment that should be adopted. 

SUPRA VAGINAL PART OF THE CERVIX. 

Carcinoma beginning in the cervical canal, or in 
the supra vaginal part of the cervix, is the most 
dangerous form of malignant neoplasm. This is 
particularly so when it has begun to bleed, thus 
showing that ulceration has commenced. I have 
seen a number of patients who had, as the first 
symptom, a profuse hemorrhage. Life is not en- 
dangered, as a rule, by bleeding from carcinoma 
of the uterus. Rest and tight tamponing generally 
suffice in a short time to control the bleeding. Then. 
the diagnosis having been made, the cause of the 
bleeding should be treated surgically, by either a 
radical or a palliative operation, according to the 
indication, 

Myomata, even though small, in the cervical tis- 
stile, may cause moderate loss of blood. They are 
diagnosed by their sharp contour and firm consist- 
ency. When they are situated in the anterior wall 
of the cervix, they are also likely to cause vesical 
disturbances—frequent micturition. The most 
rational treatment is the extirpation of the new 
growth, in the case of very small, circumscribed, 
tumors, is simple and without risk. Copious 


douches of water, as hot as the patient can bear, are 
also beneficial. Hydrochloride of cotarnine, like- 
wise, may be used. 

Chronic endocervicitis with small mucous polypi 
causes slight atypical losses of blood. This con- 
dition is readily diagnosed if the patient is examined 
in Sims’ position. The treatment consists of a 
vigorous curetting with a sharp cirette, to be fol- 
lowed by the application of tincture of iodine. 

Of obstetric hemorrhages, lacerations of the cer- 
vix are the least frequent. When they do occur, it 
is likely that some error in technic, during delivery, 
has been made—perhaps too rapid extraction of the 
child before the cervix was fully dilated, particularly 
in the application of forceps; or when a version is 
done. In appearance the blood from this cause is 
quite red—arterial—in color, compared with the 
dark blood—venous—that is of placental origin. 
Furthermore, the uterus may be firmly contracted, 
and yet the bleeding continue. ‘When such con- 
dition exists, and we have ascertained that the bleed- 
ing has no external source, it is necessary to expose 
the cervix, which may be done readily by using 
traction with a volsellum forceps. If the diagnosis 
is correct, one or two sutures will stop the bleeding. 

UTERUS. 

Bleeding from the uterus itself may be divided 
into two kinds: That which comes from a uterus of 
normal size, and that from an enlarged uterus. 

Retroflexion, particularly adherent retroflexion, 
is sometimes complicated by very profuse bleeding, 
especially at the menstrual period. If no other 
cause than the displaced uterus can be found, and 
the bleeding is due to that, the replacing of the 
uterus and thé adjustment of a proper pessary 
should cure the patient. In fixed retro-displace- 


ments, surgical intervention is indicated. 


Inflammatory processes in the immediate neigh- 
borhood of the uterus may cause decided circulatory 
changes in the organ, so that we may have meno- 
and metrorrhagia. I recall two patients who had a 
large parametritic exudate which gave rise to pro- 
fuse atypical bleeding, for from two to two and 2 
half weeks out of every four weeks. As the in- 
flammatory product became absorbed, the patient 
improved, and the bleeding lessened from month, to 
month until it was normal. Hydrochloride of co- 
tarnine is one of the best symptom remedies in 
these cases. 

The menses, after a cessation for several months 
—as from a sea-voyage—may be so profuse as to 
alarm the patient; a similar occurrence may hap- 
pen during the course of some acute infectious ail- 
ment, ¢.g., influenza. Rest in bed, and if necessary, 
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for its moral effect, some simple remedy, such as 
lemonade, or a solution of dilute sulphuric acid, 15 
to 20 drops in sweetened water ; or cotarnine hydro- 
chloride stypticin) or cotarninum phthalicum (styp- 
tol) in 0.12 doses every six , is likely to re- 
lieve the patient. 

A uterus relaxed in consistency—a soft uterus— 
of normal size, without any definite lesion to be 
found in it or in its immediate surroundings, is 
sometimes the source of atypical bleeding, although 
the bleeding is not likely to be profuse. An intra- 
uterine tampon, the gauze saturated with 10 per 
cent. carbolated glycerine, may be put into the 
uterus with the aid of a Boldt intrauterine applicator 
syringe, the tip being first smeared with a little 
vaseline, so that the gauze slips off easily. The 
tampon may be left in the uterus 12 hours and then 
‘removed by the patient by means of the string 
‘which should always be attached to such intra- 
uterine tampons. The treatment should be used 
every second or third day. Sometimes from two 
to three months are required to cure such patients. 
Curetting is not likely to be of benefit, because there 
is nothing in the uterus to be scraped away. In- 
ternally, hydrastis has seemed to act efficaciously. 


BLEEDING FROM AN ENLARGED UTERUS. 

Hyperplasia uteri or, as Prof. Pallen termed it 
35 years ago, fibrosis of the uterus, is characterized, 
not only by an increase in the size of the womb, but 
also by a hardness resembling that felt when pal- 
pating a myofibromatous uterus. In the case of 
such uteri, the quantity of blood lost is sometimes 
so much increased as to make it equivalent to a 
Hemorrhage. Usually, however, it is only in the 
‘form of menorrhagia. While a major surgical in- 
tervention may. be indicated in exceptional cases, I, 
personally, have not found an instance, lately, in 
which I failed to cure the bleeding by the method 
already outlined on several occasions. The treat- 
‘ment consists in the intrauterine use of pure cat- 
bolic acid, or, in obstinate cases, a 50 per cent. solu- 
tion of chloride of zinc; either remedy to be used as 
an intrauterine tampon (medicated strip) and ap- 
plied with the intrauterine syringe previously men- 
tioned. 


In endometritis, if of the variety in which the 
endometrium is thickened, or studded with small 
polypi, the only proper therapy is thorough curet- 
ting. The diagnosis may be made with a very 
small, narrow curette, which will pass through the 
cervical canal without much, if any, force. Of 
course, this should be done under antiseptic pre- 
¢autions, which is easy, since we can sterilize by 


painting the vagina and portio vaginalis with tinc- 
ture of iodine. 

It is not unusual for patients with hyperplastic 
endometritis to bleed from eight to ten days, more 


‘or less profusely, and become much depressed, 


physically and mentally. It is imperative, there- 
fore, to stop the menorrhagia. While, for a 
microscopical diagnosis, enough of the endometrium 
may be obtained with a small curette, without re- 


‘sorting to an anesthetic, I should advise against 


curetting for therapeutic purposes -without anesthe- 
tizing the patient; as, if properly done, it is most 
painful. A medium sized sharp curette should be 
used, and the subsequent local application of iodine, 
or carbolic acid, should be used every other day 
for a few days, or better still during an entire in- 
termenstrual period. This condition is not cured 
easily and the patients should be told of the neces- 
sity of remaining under medical control for at least 
two or three months. Furthermore, it is best to 


‘impress upon them the necessity of returning for 


treatment if, at a future time, there should be a re- 
currence of atypical bleeding. 

* Submucous myomata and polypi are not always 
readily recognized as the causative factor of bleed- 
ing. If the neoplasm is small it may be necessary 
to explore the interior of the uterus with the finger 
to make a correct diagnosis. To do this it is more 
satisfactory to draw the uterus down and steady it 
with a pair of bullet or double tenaculum forceps 
and incise the anterior wall of the cervix past the 


‘os internum. Then one can explore, satisfactorily 


to one’s self, the cavity of the uterus. The incisions 
are to be sutured with catgut after the examination 
and after intrauterine surgical intervention may 
have been done. This method of obtaining access 
to the uterine cavity is not quicker, but is also 
freer from risk of infection than the slower method 
of dilatation. 

If a small polypus in the cavity of the uterus 
has caused the bleeding, the cervical incision suf- 
fices to enable one to remove it. If a broader- 
based submucous growth it is an easy matter to 
proceed further by making a transverse incision of 
the vagina at its junction with the cervix, separat- 
ing the bladder and opening the lower segment of 
the uterine body, e.g., extending the cervical in- 
cision as high up as may be necessary to enucleate 
the neoplasm. In instances of nullipara, it may be 
necessary to make a paravaginal section to do the 
operation. 

Carcinoma and adenoma of the uterine cavity 
cause more or less atypical bleeding, but the con- 
ditions cannot be differentiated with certainty, ex- 
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cept with the aid of a microscope. I would record 
it as my opinion that there is only one condition 
that I should classify as coming properly under the 
heading “adenoma of the endometrium,” namely, 
polypoid degeneration of the uterine mucosa. 
Hyperplasia, and the increase in number of the 
utricular glands, properly belongs under the heading 
of “endometritis.” The true polypoid formations, 
or as it was formerly called; “fungous endometritis,” 
is a comparatively rare condition. I have met but 
few patients with such lesion in many thousand 
gynecological cases. I remember quite distinctly 
two such instances, in which the quantity of mate- 
rial removed, consisting of small gelatinous spheri- 
cal kernels, the size of a hemp-seed, and a little 
larger, was enough to fill a medium-sized cup— 
about 75 c.c. A thorough curetting, with local ap- 
plication of pure carbolic acid, should be done. If, 
by report of a competent pathologist, it be shown 
that there is no suspicion of malignancy, the treat- 
ment outlined is likely to suffice to cure the patient. 
I should advise, however, that such patients be kept 
under observation, and, if a recurrence take place 
within a few months, and the consent of the patient 
can be obtained, that a vaginal hysterectomy be 
done. Patients whom I observed, and others about 
whom I kept myself informed, invariably termi- 
nated by getting true adenocarcinoma, if recurrences 


were frequent. When consent cannot be obtained» 


to do a vaginal hysterectomy, I would urge that 
following the curetting after the first recurrence an 
intra-uterine tampon saturated with a 50 per cent. 


solution of chloride of zinc be used. The tampon 


is likely to become loose enough for removal within 
a week. It should not be removed by force. The 
vagina in its upper part should be filled with bicar- 
bonate of soda to counteract any eventful exuding 
of the zinc chloride. The tampon is best made with 
a narrow strip of gauze; the barrel of the intra- 
uterine applicator syringe, previously mentioned, is 
filled, wrapped with the gauze and introduced into 
the uterus. The gauze is then grasped upon the 
syringe point, and the syringe is withdrawn after 
ejecting the contents into the gauze. The organ be- 
ing larger than normal, and its cavity also being 
larger, it is necessary to use a long strip of gauze, 
otherwise the medicament does not come in contact 
with all parts of it. The zinc chloride is likely to 
destroy the entire endometrium, and also a good 
part of the myometrium, so that such treatment is 
the best, next to a hysterectomy. Unfortunately the 
destructive action of the medicament cannot be con- 
trolled. 

When the cause of the bleeding is shown to be 


a malignant condition—carcinoma—the uterus 
should be extirpated with the adnexa as soon as. 
possible. For carcinoma of the body of the uterus, 
when there are no complications or special reasons- 
to do an abdominal operation. I believe that the 
vaginal operation is to be preferred and that is the 
method of choice with me. 

Hydatid mole and other forms of degenerated 
conception products, as a cause of bleeding, require 
as much and equally anxious consideration as one 
bestows upon patients who bleed because of the 
presence of malignant disease of some part of the 
uterus. 

One may suspect molar pregnancy if the uterus: 
is disproportionately increased in size for the period. 
of pregnancy supposed to exist—at the third month. 
the uterus frequently extends up to the umbilicus— 
and if the organ should convey to the examining 
hand a feeling resembling that of an inflated toy- 
balloon, instead of an impregnated uterus, and if 
no fetal pazts can be felt. In these cases bleeding 
has usually been present for some time. If it be- 
comes profuse the cervical canal should be dilated, 
or the interior of the uterus be made accessible, so 
that one may empty the organ as soon as possible. 
Instruments should not be used in these uteri, be- 
cause the walls are frequently so thinned that per- 
foration may occur if one does not have an oppor- 
tunity to control, by feeling, what is being done. 
Usually the hemorrhage ceases after the uterus has 
been emptied, but sometimes, particularly in the 
destruens variety of mole, the bleeding becomes so 
profuse that a rapid hysterectomy is indicated. 
Usually, however, treatment similar to that for 
uterine atony suffices. 

In molar pregnancies the patients should be kept 
under observation for several months subsequent 
to the emptying of the uterus, since in these pa- 
tients there is more or less danger of a later de- 
velopment of chorio-epithelioma. 

One should never neglect having a careful micro- 
scopical examination made of the specimens re- _ 
moved, because this is a subject about which much 
is still to be learned. 

Imminent Abortion, if the bleeding has not been 
profuse, may in some instances be checked by a 
large dose of morphine, given subcutaneously, either 
alone (then not less than 0.02 to 0.03), or in combi- 
nation with scopolamine. If, however, from the 
quantity of blood lost, or if because the bleeding is 
still of such quantity, it becomes obvious that the 
conception product cannot, be saved, it is best to 
tampon the vagina tightly with iodoform gauze. 
This is likely to stop the bleeding and also to bring 
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about contractions of the uterus, so that not infré- 
quently the ovum is found in the widely dilated cer- 
cix when the gauze is removed. If the tamponing 
does not have a satisfactory effect within a rea- 
sonable time, then it is desirable to empty the uterus 
by other means, for which the manual method is to 
be preferred. In some instances, however, it may 
be necessary to make use of a curette. When we 
begin to empty the uterus the evacuation must be 
completed at the time, because of the danger of in- 
fection. 

Premature separation of the placenta causes 
bleeding, which may not be observed by external 
showing of the quantity of blood that. is being lost. 
It is recognizable, however, by symptoms of anemia, 
occurring rather suddenly in a pregnant woman, 
accompanied, or soon followed, by uterine pain, 
caused by the pressure of blood on the interior of 
the walls of the uterus. In addition there is a rapid 
increase in the size of the uterus—a ballooning— 
when the hemorrhage is profuse. 

If the premature separation has been caused by 
traumatism, the history, too, becomes an additional 
aid to diagnosis. The symptoms then would fol- 
low very soon, beginning probably within from 15 
to 60 minutes after the infliction of the trauma. 

In such cases, unless prompt action be taken, there 


is danger to the life of the mother (the child is al- 
ways lost), and therefore no time should be wasted 
before emptying the uterus. 

When the bleeding is external, as from placenta 
previa, the source and the cause are ascertainable 
still more easily, and the treatment depends upon the 
quantity of blood that the patient is losing, and the 


period of gestation. If the bleeding is profuse, 
which is evidence that probably a large area of the 
placenta has separated from its pathological site of 
attachment, it is not likely that anything can be done 
to save the child, unless the pregnancy has gone 
nearly to term. One should empty the uterus as 
soon as possible, consistent with safety. Tight 
vaginal tamponing, with iodoform gauze should be 
done at once. This is likely to exert sufficient pres- 
sure to stop the bleeding and make the cervix dila- 
table, so that the hand may be introduced into the 
uterus and delivery accomplished without delay. In 
case the pregnancy has advanced to term, so that 
a viable child may be obtained, and if the bleeding 
is profuse, an abdominal or a vaginal Cesarean sec- 
tion is advised if the cervix is not yet dilatable. 

Patients who have marginal placenta previa, and 
in whom consequently the bleeding is not apt to be 
dangerous, may usually be delivered safely at, or 
nearly at, term. 


Bleeding from extra-uterine pregnancy is diag- 
nosed from the presence of subjective and objective 


‘ symptoms of ectopic gestation. It may be treated 


by the vaginal operation for extra-uterine preg- 
nancy, but, as a rule, the abdominal operation is to 
be preferred. Curetting, in addition to the specific 
operation, is not necessary, but it may be done for 
the purpose of having the scrapings examined mi- 
croscopically. The bleeding, however, ceases in a 
few days after the specific operation, even without 
curetting. 


We still have another class of patients to con- 
sider, namely those who have uterine bleeding after 
expulsion of the child, and, among causes Retained 
Placenta is the most usual. It is almost unbe- 
lievable, yet it is a fact, that I have three times, since 
I began the practise of medicine, seen women who 
had been left by their attendant with the entire pla- 
centa still in utero. The leaving of small, seemingly 
adherent pieces of placenta within the uterus is 
by no means an infrequent occurrence. The diag- 
nosis is usually quite easy and the treatment is ob- 
vious. One should hesitate about the use of in- 
struments within the puerperal uterus; the removal 
should be done manually if at all possible. This 
enables one to judge exactly how much force is 
applied to the uterine wall, so that the risk of in- 
jury is minimized. 

Atony of the uterus is one of the most serious 
causes of bleeding. While the diagnosis is com- 
paratively easy to make, I would call attention to the 
fact that frequently cases are so diagnosed that 
are really only a relaxed uterus. A uterus that has 
been delivered of its contents and remains firmly 
contracted for half an hour or more and then re- 
laxes and bleeds, has already had the open vessels 
thrombosed, so that the danger from bleeding can- 
not be compared to that from true atony of the 
uterus. 


The treatment must, in some cases, be very ener- 
getic. Before one resorts to the more energetic 
forms milder methods may be tried, such as uterine 
massage ; Crede’s compression of the uterus ; subcu- 
taneous injection of one of the modern ergot prep- 
arations ; intra-uterine douches of dilute vinegar (a 
teacupful to a quart of water). If no result is ob- 
tained from these measures then tamponing the 
uterus with iodoform gauze, as originally suggested 
by Duehrssen, should be resorted to. In case the 
hemorrhage is so profuse as to threaten life, the 
placing around the body, below the umbicus, of an 
elastic bandage, either an Esmarch rubber bandage 
or a large rubber tubing, a method devised by Mor- 
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burg, and known under his name, is said to be al- 
most infallible in controlling the bleeding. The 


tubing should be left on for about one hour and_ 


then removed slowly. I have had no personal ex- 
perience with the method, but the reports from 
those who have used it are favorable. It is said to 
be contra-indicated in heart disease, because of the 
circulatory changes and the arterial blood pressure 
which it causes. 


Uterine myomata, by hindering proper contrac- 
tion of the uterus, are likely to be the cause of post- 
partum bleeding. The diagnosis is made upon bi- 
manual examination. In the few instances seen by 
me it was always possible to control it by massage 
and the internal administration of ergot. 


Rupture of the uterus during labor is accom- 
panied by bleeding, usually of moderate degree. But 
the main symptom upon which the diagnosis is 
based is the sudden cessation of pain and collapse of 
the patient. If the child be still in the uterus and 
can be rapidly delivered, this should be done; then 
the interior of the uterus can be examined. If the 
rent be small, loose tamponing with gauze is the 
treatment to be. preferred; if it be a large tear, an 
abdominal section should be done and the tear closed 
from above, or in some cases it may be safer to 
extirpate the uterus. t 
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INCIDENCE OF CANCER OF THE INTESTINE IN RELA- 
TION TO IRRITATION. 


In the unknown causation of cancer there is no 
factor more obvious than irritation, and the influ- 
ence of irritation in determining the onset of cancer 
is nowhere better illustrated than in the intestine, 
for the sites at which cancer of the intestine is most 
frequent are just the positions at which irritation of 
the mucosa is greatest. The relative immunity 
from cancer of the small intestine between the duo- 
denum and the ieocecal valve is probably due to the 
fact that irritation is reduced to a minimum by the 
easy passage of its semi-fluid contents along a mus- 
cular tube of uniform caliber suspended so as to 
avoid fixed turns. But irritation is induced by the 
configuration and by the fixation of the tube at the 
ileocecal valve and at the flextures of the large 
intestine, and is still more aggravated by the in- 
creasing consistence and accumulation of the con- 
tents in its lower part; and in the large intestine 
cancer is common, and is located most often in the 
sigmoid and rectum, where irritation is at a maxi- 
mum, and next at the cecum and flexures.—D. A. 
WE tcu in the Edinburgh Medical Journal. 


SOME CLINICAL OBSERVATIONS IN 
PUERPERAL INFECTIONS.* 
JouN Ossorn Porak, M.D., 
Professor of Obstetrics and Gynecology, Long 
Island College Hospital, 
BROOKLYN, N. Y. 


It is with apologies that I present these frag- 
mentary remarks, which are but a few abstracts 
from papers which I have written on this subject 
during, the past five years. Many of my statements 
may seem dogmatic, but this dogmatism is the re- 
sult of an extended clinical experience in sepsis. 

Puerperal infection is primarily a wound infec- 
tion, due to the entrance of infective organisms. 
into wounds of genital tract. It is primarily a 
local inflammatory lesion, which may or may not 
be attended by an invasion of microorganisms or 
their toxins, through the lymphatic or vascular 
channels. When this invasion does take place we 
have a bacteremia (blood infection), or an intoxi- 
cation, and the ‘patient recovers or dies because she 
is capable or incapable of overcoming and destroy- 
ing the infecting agent. 

When we remember that microorganisms are 
present at the vulvo-vaginal orifice, in the vagina, 
in the cervix, and even in the uterus itself, in the 
puerperal woman, and that the vulvo-vaginal orifice 
in a primipara, is almost invariably lacerated to 
some degree by childbirth, that the vagina is fre- 
quently torn in the course of operative labors, and 
that the cervix remains for nearly three days as a 
shapeless, traumatized, devitalized curtain, with its 
margin torn at many points, is it any wonder that 
infection takes place? In my experience, the high 
mortality in puerperal sepsis in general practice, 
and especially the morbidity, is largely produced by 
medical men, and is due to the insufficient disinfec- 
tion of the hands, together with a tendency on the 
part of the attending physician to undertake opera- 
tive delivery, often in the absence of any absolute 
indication, before complete dilatation of the passage 
is obtained. 

It is unfortunate that puerperal infections have 
been grouped for years under the general name of 
“puerperal sepsis,” for these infections attack the 
several pelvic structures individually with resulting 
vulvitis, vaginitis, endometritis, metritis, para- 
metritis, salpingitis, ovaritis, peritonitis, thrombo- 
phlebitis and pyelitis, and are distinct pathological 
entities. 

It is true that endometritis, metritis and para- 
metritis may co-exist, or an endometritis and sal- 
pingitis may be present, presenting a symptom- 


*Read before the Greater N. Y. Medical Society, May 18, 1922. 
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complex during the acute stage of the invasion, 
but as the infection subsides the distinctive lesion 
becomes apparent, 

Infection of lacerations, abrasions and ulcers, 
result in simple suppurating wounds. 

The primary focus in almost all post-partum and 
post-abortal cases is within the uterus—an acute 
endometritis always involves the contiguous uterine 
muscle producing a lymphatic metritis. 

Infection of placental site results in a thrombo- 
phlebitic metritis, a dissecting metritis, or an ab- 
scess within the uterine wall, or a thrombosis of 
‘the femoral or pelvic veins, with local or remote 
foci. 
. Tubal infection with resulting suppurating sal- 
pingitis or pyo-salpinx is a complication. The 
tube becomes inflamed as a result of peritonitis 
or infection of the cellular tissue. Organisms 
seldom extend by continuity along the mucosa of 
uterus and tuba except the gonococcus is present. 
Fortunately, unless the infection is a mixed one, 
in. which the gonococcus plays an active part, the 
tubal extension and ovarian involvement is com- 
paratively rare. 

-More frequently the infection extends through 
the torn and bruised cervix to the cellular tissues 
within the broad ligaments and a parametritis re- 
sults, or a peritonitis may develop through exten- 
sion by the lymphatics or through the tubes. 
Whether the infection is circumscribed or general 
depends on the variety and virulence of the infect- 
ing cocci and the resistant receptivity of the soil 
into which it is introduced. In other words, upon 
the dose and soil. 

When the organisms are virulent the extension 
takes place through the lymphatics or blood chan- 
nels. Lymphatic infection leads to lesions within 
the walls of the uterus, pelvic connective tissue or 
peritonitis ; or the organisms may invade the capil- 
laries and small vessels directly, and a general 
blood infection ensue, either as a septicemia or 
bacteremia, in which the organisms circulate freely 
in the blood stream, or a pyemia or a thrombo- 
phlebitic bacteremia in which conditions the or- 
ganisms proliferate in the venous thrombi, from 
which they are carried as a septic emboli to various 
parts of the body, producing metastatic foci. 

Infections of the Uterus——In mild cases the in- 
fection is limited to the surface of the mucous 
membrane (endometrium) with the formation of 
a definite layer of leucocytes in the deeper layers 
of the decidua. The formation of this leucocytic 
wall, associated with a small round tissue cell in- 
filtration, protects the uterus against the attacking 


organism, and is more definite in the milder forms 
of infection, and in those of saprophitic origin, and 
is not so definitely defined when the organism is 
actively virulent. Putrid decomposition therefore, 
produces a distinct form of endometritis, in ‘con- 
tradistinction to the septic infective endometritis. 
Each form has a distinct pathology. In the putrid 
form, the placental remains are invaded by sapro- 
phytes, and while the streptococcus and colon ba- 
cillus are frequently present, they are not of viru- 
lent type. 

In septic infective endometritis, the streptococ- 
cus is found in pure culture, in from 30 to 40 per 
cent., and mixed in from 60 to 70 per cent. In the 
putrid form, the uterus is bulky and flabby, there 
is an absence of muscular contraction, and a dila- 
tation of the bloodvessels within the uterine wall. 
Retraction is arrested and the lochia is abundant, 
dark, fetid and may even be mixed with pus. In 
the septic form the cocci invade the uterine wall 
and produce little or no local reaction, consequently 
the uterus may be of a size proportionate to the 


period of the puerperium. In the putrid form, on 
digital exploration of the cavity, masses of decom- 


posed tissue, of shaggy character, may be found 
on the interior of the organ as the circulation is. 
cut off, and the superficial layers of pultaceous 
material disintegrate; while in the septic form the 
interior of the organ, except at the placental site, 
is smooth, the organisms having invaded the walls 
by the lymphatics and bloodvessels, already pro- 
ducing a degree of septicemia. 

Each case of post-partum or post abortal infec- 
tion must be studied individually, and an accurate 
diagnosis must be made on the clinical, bacterio- 
logical and blood findings, before any treatment is 
instituted. 

In this examination we must determine: 

First, whether the infection is confined to the 
genital canal. 

Second, the site of the local lesion, whether in 
the uterus or beyond the uterus, 

Third, what is the nature of the intoxication? 

Fourth, what natural or individual resistance has 
the patient? 

In order to do this, observation should be made 
of the rate of the pulse, the height of the tempera- 
ture, the condition of the tongue, the heart (special 
note being made of myocardial changes and the 
presence of murmurs), the lungs, the distension of 
the abdomen, its tension, the height and condition 
of the uterus, and note must be made of any point 
or points of localized tenderness or intra-abdomi- 
nal exudate, and a complete blood count and blood 
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culture should be obtained. The vulva and vagina 
are then thoroughly cleansed and inspected for in- 
jury or a local: focus of infection, and after the 
bladder is emptied, a careful pelvic examination is 
proceeded with, in order to determine the condi- 
tion of the cervix, the degree of its patulousness, 
the height, contraction and retraction of the uterus, 
the mobility of the uterus, the condition of the 
parametrium, and, finally, the uterine secretion 
should be obtained for bacteriological examination, 
and a digital exploration made of the interior of 
the uterus to ascertain its contents. (Jt is need- 
less to say, that a well contracted uterus with a 
closed cervix is not to be entered.) 

In putrid or saprophitic endometritis, which is 
associated with a decomposition of the placental 
tissues, secundines or blood clots within the cavity, 
and which produces general symptoms that are 
essentially toxic in character, the uterine con- 
tents may (in pregnancies after the seventh week) 
be removed with the finger or the Ward placental 
forceps. 

When the finger demonstrates that the uterine 
cavity is empty, the uterus is firmly packed with 
sterile gauze which has been soaked in pure tinc- 
ture of iodine, the excess of iodine having been 
squeezed out before tamponading the organ. This 
pack should be left in the uterus from twenty to 
thirty minutes, and then withdrawn, and no 
further intrauterine instrumentation or medication 
resorted to. 

If the cervix is found open and the body of the 
uterus empty and well contracted, and the endo- 
metrium is smooth, as is often the case within 
three or four days after labor, the digital explora- 
tion of the uterus may be followed by a simple in- 
trauterine douche of normal ‘salt solution. 

Having determined by this examination the con- 
dition of the uterus and the extent of the adjacent 
local lesions, the principles of our subsequent treat- 
ment may be summarized as follows: 

1. The destruction of the infecting organisms, 
or the diminution of their infective power, at the 
site of the primary infection. This may be done 
ty the Fowler posture and iodine. 

2. Stimulating the resisting power of the pa- 
tient by food stimulation, air and sunlight. 

3. The destruction of organisms in the blood 
stream by vaccines and sera. 

4. Operative measures. 

In concluding these remarks, I will venture to 
add a few axioms and give voice to some observa- 
tions which have guided me in the management of 
Septic cases. 


As long as the phagocytes and antitoxins are 
able to overcome the infecting organism by exu- 
dative limitation or localized suppuration, just so 
long is the process limited and amenable to surgi- 
cal aid; when, however, the natural protection of 
the human organism has been impaired by hemor- 
rhage, trauma, exhaustion, previous ill health, or 
the virulence of the infecting cocci is increased, 
there is a general dissemination of toxins through- 
out the body and bacteremia supervenes; or when 
the blood is the carrier of infected material to 
distant parts of the body, and remote foci develop, 


‘it is called pyemia. 


Any intrapelvic or intrauterine manipulation 
made during the acute stage of a puerperal or 
post-abortal sepsis, always breaks down and dis- 
turbs nature’s protective barrier, and permits of 
the dissemination of the infection through freshly 
abraided or penetrated surfaces. 

We have learned from experience that the en- 
dometrium should never be curetted in streptoc- 
occic infection, as the majority of these patients 
recover spontaneously by the development of a 
protective layer of leucocytes, and small tissue 
cell infiltration in the decidual lining of the uterus. 
It is only necessary to have postural drainage and 
firm uterine contractions and the germs will be cast 


_off with the necrosis and expulsion of the decidual 


remains. 
To curet here is distinctly meddlesome. It 


breaks down the protective wall, and allows the 
_streptococci to penetrate the musculature and reach 


the peritoneum and parametrium. The danger 


from curettage is increased as the period of preg- 


nancy advances. 


I repeat, that the endometrium should never be 
curretted in acute streptococcic infection, neither 
should the placental site ever be curetted. In- 
strumental evacuation of the uterus should be 
limited to pregnancy of eight weeks or under, and 
digital exploration and digital curage is the most 
rational method of learning the contents of the 
uterus. 

After the uterus is once thoroughly emptied, the 
pelvis should be left absolutely alone, except for 
postural drainage, and we should make every effort 
to support the patient and increase her natural 
blood: resistance. 

If the blood stream is sterile and the blood 
shows a leucoccytic resistance to the infection by 
a relative white cell increase, the prognosis is fa- 
vorable, it matters not what form of cocci are 
found within the uterine cavity. 
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Never disturb a local exudative focus post- 
partum, as long as the patient shows signs of im- 
provement, unless there is definite evidence of a 
localized collection of pus, which should be opened 
by extra-peritoneal incision. 

Extra-peritoneal drainage of local foci should 
be elected when possible, either by incision just 
above Poupart’s ligament, or by posterior vaginal 
section, and when this is impossible, because of 
an inability to determine the exact anatomical re- 
lations of the local foci, an exploratory laparotomy 
is justifiable in order to make an exact diagnosis, 
and determine upon the safest route for drainage. 

Exudative pelvic peritonitis may be considered 
as a sequel of untreated or badly treated endo- 
metritis. _Thrombophlebitis is a conservative 
process on the part of nature, and manipulation or 
examination tends to break off infected emboli, 
and disseminate the infection to the remote parts 
of the body. 

Nature is competent in the majority of cases 
to localize and circumscribe the infection. Enor- 
mous pelvic and abdominal exudates may disap- 
pear without operation under the influence of dry 
heat and in time enlarged ovaries, tubes, etc., as- 
sume their proper size and function, and as long 
as the patient’s general condition improves, no 
surgery is advisable. 

All operations are attended with less risk after 
the acute stage of the infection has subsided, and 
an exact diagnosis is more easily made at this time. 

Finally, vaccine therapy has a definite field in the 
treatment of puerperal septic infection in the sub- 
acute stage, and after the local focus has formed 
it hastens convalescence. Inoculations with auto- 
genous vaccines promise prompt results in staphy- 
lococcic and colon bacillic infections. In strepto- 
coccic poisoning vaccine treatment in unreliable, un- 
less it is used promptly at the outset of the infec- 
tion, or the virulence of the germ is attenuated, or 
nature has already developed some phagocytic de- 
fense. The mixed polyvalent vaccine has had the 
most definite effect on the leucocytic defense. 


FRACTURE OPERATIONS. 

Failure to secure desired results in the operative 
treatment of fractures does not imply that the 
method is inadequate, or that the non-operative 
treatment is preferable or even advisable, but that 
there is much more likely a misunderstanding in 
the use of the method. The question then, after 
all, is not necessarily “method,” but the manner in 
which the “method” is used.—Ww. Futter in The 
Lancet-Clinic. ; 


THE REMOVAL OF FOREIGN BODIES. 
FROM THE CORNEA AND 
CONJUNCTIVA. 

Cuartes H. May, M.D., 

NEW YORK. 


If either apology or justification were needed for 
writing upon so trite and common a subject, it 
would be found in the fact that the simple procedure 
of removing cinders and other foreign bodies from 
the eye is, in most cases, the task of the general. 
practitioner rather than that of. the specialist, and 
that the latter often sees instances in which it is. 
carried out imperfectly, a portion of the foreign 
body being left behind, or unsatisfactorily because 
unnecessary injury is inflicted upon the cornea. 

The foreign bodies which most frequently require 
removal are particles of coal, ash, cinders, steel,. 
iron, emery, sand and dust. The pain produced by 
such an intruding substance is usually severe; it 
depends more upon the nature and location of the 
particle than upon its size; a comparatively large 
foreign body may rest upon the sclero-corneal mar- 
gin with little discomfort, especially if it adheres. 
with a flat surface; but when attached to the cornea 
or to the conjunctiva of the upper lid, even the 
smallest foreign body gives rise to marked discom- 
fort, often pronounced pain, and causes lacrima- 
tion, congestion and photophobia. 

A necessary preliminary for the removal of a for- 
eign body is the knowledge of its exact location. 
The source of irritation is usually referred to the 
upper lid even when the particle is lodged upon the 
cornea. In most cases it will be found either upon 
the cornea or upon the tarsal portion of the con- 
junctiva of the upper lid, very rarely in the retro- 
tarsal fold of the upper lid, and scarcely ever in the 
lower cul-de-sac. 

When the foreign body is situated upon the cor- 
nea, it can easily be located when of some size and 
of a color which readily distinguishes it from sur- 
rounding parts. But when of minute size, its dis- 
covery is not always easy. It is, naturally, essen- 
tial to have good eyesight for this purpose; as 2 
matter of course those who are dependent upon 
glasses for near work must use these aids in order 
to see sufficiently well. Again, good illumination 
and concentration of light with a strong convex lens 
are required. Though in certain cases good day- 
light may be sufficient, it is generally better to make 
use of artificial illumination and to attempt the dis- 
covery of the offending particle by means of a cone 
of light thrown upon the cornea; it may be neces- 
sary also to use a second convex lens held at its 
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focal distance from the eye in order to magnify the 
area illuminated by the first. Thus it is sometimes 
useful, especially when the foreign body is small, to 
have an assistant who will manage the illumination, 
leaving one free to give his entire attention to the 
detection and removal of the cinder ; an accompany- 
ing friend of the patient will often be able to give 
such assistance. 

When the foreign body is minute, and difficulty 
is experienced in detecting it, direct the patient to 
move the eye in various directions so as to vary the 
background ; this will facilitate localization since the 
black of the pupil will form a favorable contrast if 


FIG. I. 


the particle happens to be of light color, such as 
ashes, and the iris a good background if it is of the 
more usual dark tint. This procedure also enables 
one to seek the foreign body from different angles, 
and makes detection more certain. : 
If nothing is discovered upon the cornea, the con- 
junctiva of the upper lid must be explored. It is 
comparatively easy to turn the upper lid if the fol- 
lowing directions are observed: The patient must 
look downward; the lashes of the upper lid at about 
its center are now grasped firmly between the thumb 
and index finger of the operator’s right hand and 
the lid thus pulled downward (Fig. 1) ; the end of 
the index finger of the left hand, or a probe, is then 
placed on the external surface at a point corre- 
sponding to the upper border of the tarsal cartilage 
and used as a fulcrum upon which the eyelid is sud- 
denly turned; having turned the lid, it is kept 
everted during the process of illumination and 
search by the thumb of the left hand, the extended 


FIG. 2. 


fingers resting upon the patient’s forehead and 
parietal region. (Tig. 2.) 

Having located the foreign body, the next step is 
to anesthetize the eye, thus facilitating the removal 
of the offending material and avoiding pain to the 
patient. The local anesthetics which are best em- 
ployed for this purpose are substitutes for cocaine— 
either holocain muriate in 1 per cent. solution, 
alypin in 3 per cent. solution, or novocaine in 3 per 
cent. solution may be used ; of these three the writer 
prefers holocain, because the anesthesia is more pro- 
found, but alypin and novocaine are also satisfac- 
tory. Solutions of cocaine muriate are inferior and 
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open to objection ; they are apt to decompose when 
kept for more than a short period; there is always 
a little risk of poisoning in cases in which such an 
idiosyncrasy exists, when the solution passes 
through the lacrimal duct into the nose and throat; 
cocaine causes dilatation of the pupil and some in- 
terference with accommodation which, though they 
do not persist for long, are annoying; the main ob- 
jection to cocaine under such circumstances, how- 
ever, is its property of causing desiccation, loosening 
of the corneal epithelium and a tendency to ulcera- 
tion, so that the manipulation necessary to dislodge 
' the foreign body will result in unnecessary abra- 
sion and denuding of the cornea. It is necessary to 
use more than one drop of the local anesthetic ; in- 
stil a drop, after two minutes another, and two 
minutes later a third and final drop; after waiting a 
few minutes longer the eye is ready. It must be 
remembered that all local anesthestics, and especially 
all the substitutes for cocaine, causes a slight burn- 
ing sensation and irritation which pass off within 
a few minutes. 

If nothing be found either upon the cornea or the 
under surface of the upper lid, and we have reason 
to believe that a foreign body is still lodged upon 
the cornea, it may be well to instill a drop of fluor- 
escein solution (2 per cent. fluorescein and 3 per 
cent. sodium bicarbonate in water) ; small ophthal- 
mic discs containing these ingredients are convenient 
for this purpose. This reagent is allowed to remain 
with closed lids for two minutes and then the ex- 
cess is washed away with boric acid solution; the 
pigment has the property of staining an abrasion of 
the cornea, and of causing a small green ring around 
a foreign body, and thus a minute particle which 
may have defied discovery in the ordinary manner 
will be detected quite readily. 

Very few individuals have sufficient control over 
their eyes to keep the lids open and calmly allow 
the operator to remove the foreign body; in- 
stinctively the patient will close the lids whenever 
he sees the approach of the instrument with which 
the cinder is to be removed. Hence it will be nec- 
essary, in most cases, to hold the lids apart and at 
the same time to steady the eyeball. This is done in 
the following manner: Request the patient to keep 
both eyes open; he will resist less if he does this 
than if he attempts to close the non-affected eye. 
Apply the end of the middle finger of the left hand 
to the upper lid exactly at its margin and push 
upward; then apply the end of the index finger 
firmly to the lower lid, and push downward; at the 
same time press backward slightly (Fig. 3) ; do not 
touch the eyeball with the nails of the fingers used 
as separators. In this manner the lids will be kept 


apart and the eyeball will be fixed so that its cornea 
cannot be rotated out of view, an inclination which 
the patient finds difficulty in resisting under the cir- 
cumstances, 

It is well to remember ‘that most foreign bodies 
are attached lightly to the cornea; often they be- 
come more deeply imbedded because the initial pro- 
cedure in removal has been faulty or too rough. 
Start with the idea that the foreign body is loosely 
adherent. In order to dislodge it use a small cotton 
applicator or a blunt foreign body spud (Fig. 4), 
around the end of which a small tuft of absorbent 
cotton has been wound. Commence by trying to 
brush off the foreign body ; if this does not succeed, 
wind the cotton more firmly upon the applicator or 


FIGS. 4, 5, 6. 


spud and endeavor to push it off; these procedures 
will be sufficient in most cases, and if successful will 
avoid unnecessary wounding of the cornea. In 
brushing the cornea do not be content to apply the 
force in one direction only; if the first attempt is 
not successful, vary the maneuver by brushing from 
other or different directions. 

It is only after these light procedures have been 
unsuccessful that we should have recourse to scrap- 
ing, lifting or digging efforts. If the cotton-tipped 
applicator has not dislodged the foreign body we 
should resort to the spud, and since it should be our 
endeavor to give relief with the instrument which 
causes least damage to the cornea, we commence 
with the blunt spud; this and all other instruments 
used must be well sterilized; we should attempt to 
scrape off the foreign body, and generally this will 
succeed. If not, the semi-sharp spud, known as the 
corneal gouge (Fig. 5) may be employed, and scrap- 
ing, digging or lifting resorted to; in certain in- 
stances the foreign body needle (Fig. 6) may have 
to be used. In every case the amount of force must 
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be as gentle and as limited as possible, so as to avoid 
unnecessary injury to the cornea, and when sharp 
instruments are resorted to, the danger of perfora- 
tion must be kept in mind. 

If a particle of iron or steel seems to have pene- 
trated the greater part of the thickness of the cor- 
nea, it should be loosened with the foreign body 
gouge or needle, and then it can easily be extracted 
with the magnet. If such a foreign body is very 
firmly and very deeply imbedded in the cornea it 
will be wiser for the general practitioner to desist 
and not to attempt its removal, but to leave this for 


FIG. 7. 


the ophthalmologist ; in such instances it will be nec- 
essary to take precautions to guard against per- 
forating the cornea and pushing the foreign body 


into the anterior chamber. If the piece of metal 
has penetrated the entire thickness and is sticking 
in the cornea, a broad needle is passed into the ante- 
rior chamber and pressed from behind forward 
against the foreign body, so that the latter cannot 
escape into the anterior chamber during the process 
of extraction. 

It is always a mistake to leave even the smallest 
trace of a foreign body in the cornea, since such 
minute portions give rise to a great deal of irritation 
and cause as much trouble or more than if the 
foreign body had not been interfered with at all. 
Such remnants are often eventually loosened by an 
ulcerative process and thus finally escape; but in the 
meanwhile the patient suffers much discomfort, the 
eye becomes irritated, congested and exposed to the 
danger of infection. 

If a particle of iron or steel has been allowed to 
remain upon or in the cornea for a day or two or 


longer it will become surrounded by a ring of rust; 
this discolored area must be removed with the frag- 
ment of metal by seraping or else the irritation will 
continue. 

It is wise to inform the patient that the eye will 
feel sore for some hours after the removal of the 
offending particle, if the latter has imbedded itself 
at all into the corneal epithelium, since the effects 
of the local anesthetic soon wear off. No matter 
how delicate and gentle the operator has been the 
removal of a foreign body from the cornea by 
means of the blunt or sharp spud or needle will 
leave a wound, and the latter will cause some pain 
or irritation until it has healed. With proper care 
this will be a clean wound; in order to prevent sub- 
sequent infection the patient should be instructed 
to flush the eye with a dropperful of boric acid solu- 
tion every hour until the irritation has subsided. 

If the foreign body is beneath the upper lid it is 
usually easily brushed off after the lid has been 
everted; it is rarely, if ever, necessary to use the 
naked end of the foreign body spud or gouge for this 
purpose. 

We are sometimes unsuccessful in finding any 
foreign body, and this will mean either that it has 
escaped previous to the time at which the patient 
presented himself, or that it has been removed with 
the manipulation necessary to examine the eye, or 
that it is one of those rare instances in which it has 
lodged in the retrotarsal fold. To expose the latter 
(Fig. 7) turn the upper lid as directed above, the 
patient continuing to look downward; next press 
the edge of the everted upper lid firmly against the 
supraorbital margin with the thumb of the left 
hand; then push the lower lid upward over the 
cornea with a finger of the right hand, at the same 
time exerting gentle backward pressure upon the 
eyeball. 
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HERNIA IN CHILDREN. 


If at the end of two years a measure of im- 
provement is noticeable, and the truss is efficient 
and worn with comfort, it is wise to persist in the 
mechanical treatment. 

The time for operation has arrived, regardless 
of age, when no further progress toward a cure 
can be observed ; when the truss is a source of irri- 
tation and marked discomfort, and especially when, 
from the greater activities of the growing child, 
the truss fails to keep the rupture constantly re- 
duced.—R. J. Reep, in The West Virginia Medical 
Journal. 
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A DISCUSSION OF THE SURGICAL 
ANATOMY OF THE TEMPORAL BONE. 


MeppaucH Dunwnine, M.D., 
NEW YORK CITY. 


There is little room within the precincts of one 
paper to discuss all the surgical variations involv- 
ing the temporal bone. Operative measures vary all 
the way from the simple mastoid to the difficult 
labyrinthine operation whose technic is as yet to a 
certain extent unfamiliar. This article must there- 
fore confine itself to the surgery of the middle ear 
and leave the labyrinth to a later paper for detailed 
discussion. 

In general it might be a safe statement that the 
parts most frequently involved are those occupied 
by the external auditory canal, the tympanic cavity, 
the aditus ad antrum, the mastoid antrum, and the 
mastoid cells, together with the Eustachian tube, 
all of which amounts to saying that the middle ear 
and the mastoid are most likely to be affected in 
ways requiring operative treatment. The labyrinth, 
which is the real organ of hearing, is protected by 
the various interposing chambers so that it is sel- 
dom invaded by purulent disease. It is a wonder- 
ful organ of equilibrium and sound perception, but 
it is not the immediate object of this present dis- 
cussion. Bezold calculates that the labyrinth is 
involved in about only one out of every 500 cases 
of chronic purulent otitis media. Phillips, Fried- 
rich and Hinsberg say one in a hundred, although 
it is generally conceded, as stated by Lafayette 
Page, that many labyrinthine cases occur before the 
age of 10 years and pass unnoticed. 

The external auditory canal is a structure whose 
developmental changes are quite distinctly interest- 
ing; it is otherwise not very complex. The two 
parts of the canal vary for age. For instance, the 
osseous and cartilaginous parts show an obtuse 
angle in adults with the longer cartilaginous part 
about 21 mm. in length and the inner or osseous 
part 14 mm. In infants there is no observable 
angle, and there is almost always no bony canal, 
the superior and inferior walls often being in con- 
tact. Because of the exposure on the lateral aspect 
of the skull the opening of the canal is liable to 
injury at delivery. In the accompanying plate of 
a skull of a foetus at birth, an almost entire absence 
of the osseous meatus may be observed with the 
drum membrane and the ossicles in situ. (See Fig. 
1,) Even in adults the direction of the meatus may 
vary somewhat with the development of the skull 
as regards long head and broad head configura- 
tion, 


With the coming together of the tympanic plate 
and the squamous portion of the temporal bone just 
before birth and with the developmental extension 
outward and backward of the former, the meatus 
auditorium is formed. The tympanic annulus, 
which becoming later the tympanic plate with its 
thin lamina of bone, is almost full formed at birth. 
The membrane tympani, which at this period is al- 
most horizontal and separated about 30 mm. at the 
lower tympanic margin from its corresponding 
membrane on the other side, is shoved outward to 
form the floor of the meatus until its position in the 
adult is that of an angle of 55 degrees. Changes 
in the tympanic plate take place more rapidly in 
the anterior and posterior portions. 


THE TYMPANIC CAVITY. 

Behind the membranous wall of the tympanum, 
by which it is separated from the external auditory 
canal, there is a cavity whose remaining three walls 
are of bone. While the tympanic cavity merges 
into the aditus ad antrum above the atrium pos- 
teriorly, it has a hard bony wall forming its lower 
boundary. In the adult the floor of the tympanum 
is fully 20-22 mm. above the floor of the nose, while 
in the infant at birth it is on a level or below the 
nasal floor, and the entire tympanic cavity is about 
15 mm. in diameter, vertically and transversely, al- 
though the tegmen varies and may lie very high or 
very low. From without inward it measures about 
6 mm. above, 4 mm. below and only 2 mm. at the 
point opposite the center of the tympanic mem- 
brane, according to Gray. Its posterior wall rises 
from the floor in a slight curve with a number of 
pneumatic cells at the upper limits. The lateral 
(external) wall of the tympanic cavity above the 
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floor of the aditus is bony, and the anterior wall is 
really a convergence of the inner and outer walls of 
the orifice of the Eustachian tubes. 

The bulging plate of the basal turn of the cochlea 
forms a rounded prominence, making the mesial or 
labyrinthine wall called the promontory. The fenes- 
tra ovalis above and the fenestra rotunda below are 
found in this labyrinthine wall of dense hard ivory 


bone, and are among the most vulnerable of the. 


points given by Phillips for the spread of otitiseinto 
the inner ear. Plate from skull 10 (see Fig. 2) 
shows the semicircular canals in a child of five, and 
from skull 18 (see Fig. 3) the semicircular canals 
uncapped and a portion of the petrous part cut 
away. The roof of the aditus, the tegmen tympani, 


FIG. 2.—This place shows the Semicircular Canals and Facial Nerve 
Canals; age, 5 years. 


and the floor of the tympanic cavity are thin lamel- 
lae of bone which occasionally present dehiscences, 
placing the blood vessels in direct contact with the 
tympanic mucous membrance. 

From the epitympanic space, sometimes called 
the “attic,” which is a triangular, prism-shaped 
space, the aditus ad antrum leads into the antrum 
mastoideum. The attic‘is the portion of the tym- 
panic cavity which lies above a horizontally drawn 
line at the level of the processus brevis with the 
head of the malleus and the short process and body 
of the incus above and the remaining portions of 
the ossicles below. From the aditus ad antrum the 
antrum may be found usually just posterior to and 
above the external auditory canal. The antrum is 
the most constant of all the mastoid cells, which 
vary both for age and for individual. 

As a rule there are no mastoid cells at all at birth, 
except the antrum, which is sometimes almost as 


large as in an adult. The cells are probably de- 
veloped between one and six years, although Gray 
claims that they keep on developing until after 
puberty. 

It is also unusual, as insisted upon by Gray, that 
small cells are to be found at the mastoid tip; large 
cells are much more usual and not “cancellous bone 
containing marrow.” (See plate “Cut Section,” 
Fig. 4.) 

Individual differences exist, it is true, as shown 


FIG. 3.—Dissection of the Temporal Bone, in which the mastoid 
and zygomatic cells have been entirely excavated, the Fallopian canal 
opened, the semicircular canals uncapped, and a portion of the 
petrous portion cut away, depicting the relation of the canalicular 
in the plates made by Politzer, of Germany, but 
small cells are unusual in all heads, whether of 
broad or long configuration. One individual may 
have no cells except the antrum, which is almost 
always present, and another may have very large 
cells. It is sometimes found that there are very few 
or no cells at all with the sinus and the dura very 
close to the middle ear and to the meatus. (See 
plate showing Skull 39, abnormal mastoid tip, Fig. 
5. This shows mastoid about Io times as large as 
normal with vaginal process also greatly enlarged.) 

It may happen sometimes that the antrum varies 
in size extending outward even to half the length of 
the meatus. If the antrum is very small it is usually 
found near the annulus tympanicus. The antrum 
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will also vary according to whether the mastoid is 
pneumatic or not, and it is apt to be smallest when 
eburnation is marked. In an infant the upper level 
of the mastoid antrum may be found at the lower 
border of the zygoma. 

The mastoid has been known to be divided into 
two groups of cells, an anterior and a posterior one 
by the course of the lateral sinus. For this reason 
it is essential to determine by radiograph or transil- 
lumination the size of the mastoid cavity and the 
position of the lateral sinus before opening the mas- 
toid. 

The lateral sinus may indeed lie anywhere in the 
mastoid. Even as far forward as the posterior wall 
of the external auditory canal, it may be superficial 
and it may be deep; it may be covered by a very 


FIG. 4.—Section showing the Mastoid; Large Cells at Tip. 


thin layer of cortex, and cases have been reported 
where the very small antrum was behind the sinus 
and others where the sinus projected forward until 
it united with the posterior wall of the internal audi- 
tory canal and occupied all the apophysis. It has 
been seen deeply hollowed on the face of the mas- 
toid bone, so that trepanning at the spine of Henle 
the surgeon would fall upon it, and in some other 
cases with such trepanning he would go into the 
middle fossa. (See plate from Skull 23, Fig. 6.) 
The dehiscences which may occur in the differ- 
ent structures of the temporal bone have been 
known to affect the fallopian canal so as to leave 
the facial nerve practically uncovered for a dis- 
tance. The tegmen is liable to such defects, and 
an extensive necrosis along the inner wall below 
the aditus may expose the nerve trunk to severe in- 
jury. The canalis fallopii in its position directly 
over the stapes sometimes has congenital defects 
which may cause facial paralysis from pressure in 
cases of otitis media and the apertures transmitting 
the chorda tympani, the nerve to the stapedius and 


the stylo mastoid artery may even allow invasion 
of the aqueduct from the middle ear. 

There is also some danger to children, especially 
when the excavation of necrosed bone at the mas- 
toid tip requires the exposure of the digastric mus- 
cle, that the facial nerve may be injured at its exit 
from the fallopian canal, but the injuries to the 
nerve are nearly always confined to instances where 


‘there is considerable necrosis affecting its bony 


covering or from careless manipulation. 

In ossiculectomy, a rare operation it is true, but 
one which sometimes is made necessary, there is a 
great danger of wounding the facial nerve in the 
process of separating the anvil from the tegmen, 
from the aditus and from the stirrup. This is espe- 
cially true, if, as cited by Houlie of Paris, the “anvil 


FIG. 5.—Section showing Mastoid; about ten times its natural size. 


should chance to wedge up into the aditus,” a situa- 
tion verified in autopsy. 

_ The greatest danger to the facial nerve is, how- 
ever, at a point a short distance below the hori- 
zontal semicircular canals, and in some instances a 
little above the stylo mastoid foramen. (See Fig. 
4-) 

In removing the bridge of bone which forms the 
outer border of the aditus there is a close relation- 
ship with the facial nerve whose bony canal tra- 
verses the inner wall of the tympanum above the 
fenestra ovalis, and behind that opening it curves 
downward along its posterior wall, this “bridge” 
separating the antral and the tympano-meatal cavi- 
ties, and must therefore be carefully chiselled. If 
one bears in mind, however, that the course of the 
nerve downward to the styloid foramen is never 
anterior to the external semicircular canals, nor pos- 
terior nor external, and the plane is as deep as 
aditus above and the digastric groove below, he 
need not fear this part of his operation (Fig. 7.) 

The radical mastoid operation is a very compli- 
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cated one, requiring extensive dissection. Its pur- 


pose is to make a wide open cavity in the region. 


occupied by the external auditory canal, the tym- 
panic cavity, the aditus ad antrum, mastoid antrum 
and mastoid cells. The object is to “destroy all 
membranous aud muscular tissue lying within these 
limits, including the membrana tympani, and to 
effect dermatization throughout the entire area in 


the hope by so doing the ramifications of the disease 


may be terminated once for all.” 

The accepted technic of Schwartze was modified 
in 1878 by Von Trotsch, who removed portions of 
the postero-superior canal wall. Later on these 


FIG. 6.—Section showing the Lateral Sinus close up to Posterior 
Canal Wall. 


_ modifications were reported by Schwartze and Kor- 


ner as effectively used by them, but the name of 
“radical mastoid operation” was not used until Von 
Borgmann attempted the simultaneous opening of 
the mastoid and the removal of the postero-superior 
osseous canal wall of the external auditory canal 
and gave it its present name, which Schwartze of 
Germany calls inexact, because the radical is not 
wholly radical. (See Skull 23, Fig. 6.) 

Stacke published a description of the operation 
some 21 years ago which has determined the name 
of Schwartze-Stacke operation ever since. Stacke’s 
contribution to the technic was the removal of the 
superior canal wall, but cutting from the tympanum 
toward the mastoid antrum. He was also the first 
to suggest a suitable skin-flap fashioned from the 
membranous portion of the external auditory canal. 

The supra-meatal triangle is a guide for the loca- 
tion of the antrum. This triangle is an imaginary 
triangle bounded above by the continuation back- 
ward of the zygomatic root, in front by a line co- 


incident with the direction of the posterior bony 
wall and behind by an imaginary line connecting © 
two lines. : 

The supra-meatal triangle is bounded by the pos- 
terior wall of the zygoma, the posterior bony wall 
of the external auditory meatus and an imaginary 
line joining these two. (See plate from Skull 13, 
Fig. 8.) 

The landmarks for a child are not those for an. 
adult; the lower border of the root of the zygoma 
may be used as a guide to the upper level of the 
mastoid antrum in children. The depth will be a 
few mm, beyond the depth of the external audi- 


FIG, 7.—The i shows a continuation of the mastoid cells into- 
the basilar process of the occipital bone. 


tory canal, although the antrum of a child will 
be found nearer the surface of the cortex than in. 
adults. 

The points which must be brought into view after 
the incision (which is usually the same as that 
for the simple mastoid operation) is made, before 
the surgeon attempts to enter the antrum, are the- 
postero-superior border of the canal, the Spine of 
Henle and the supra-mastoid fossa and zygomatic 
root. 

The posterior incision extending, backward to- 
the occipital protuberance is rarely necessary, ex-' 
cept in large pneumatic mastoids in which disease: 
has encroached upon the posterior cells and in cases. 
of lateral-sinus, thrombosis or cerebellar abscesses. 
This is almost never necessary in children, and only- 
in a small number of adults. 
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All of the venous sinuses more or less directly 
‘in contact with the petrous portion of the temporal 
bone and with'its venous system may be attacked 
by the otogenic infection, but the most common 
localization, and also the most important one, is 
thrombo-phlebitis of the lateral sinus, of the bulbus 
and of the jugular vein. Complication of this im- 
portant venous section is not only a dangerous fac- 
tor for the direct propagation of osteitis to the vas- 
cular walls, but more important still it is liable to 
propagate infection by means of the venous affluents 
of the lateral sinus and of the bulbus of the jugular. 
This is an insidious infection not always coinciding 
with any apparent aggravation. The surgeon will 
need to be prepared for such complications, which, 
because of their rapidity and the concealed character 
of their development, and the difficulties of previ- 
ous diagnosis, will make their unlooked for appear- 


FIG. 8.—Section showing Supra Meatal Triangle. 

ance at times in the course of petro-mastoidean 
curettage or of labyrinthine trepanning. Such intra- 
cranial abscesses as may be of otitic origin are pro- 
duced by the traveling of infection through inter- 
vening tissues from the middle ear, and the strain 
suppuration is in close contact with the diseased 
temporal bone. 

Such abscesses are like otosclerosis in the fact of 
their infrequency in either young children or very 
old people. They are both diseases which are found 
between the periods of puberty and middle life. 

The treatment of otitic brain abscess is essentially 
a matter of surgery demanding a draining through 
the tegmen as a rule. While cerebellar abscesses, 
which are usually the result of internal ear involve- 
ment, often the result of disease in posterior mas- 
toid cells, are generally approached from behind 
the lateral sinus, but the more deeply located 
abscesses are in front of the sinus. 


All. of these complicated surgical procedures are 
within the experience of surgeons, and require care- 
ful and experienced technic. They are, however, 
less frequent than the mastoid operation. 


The structures of the middle ear afford an un- 
usual interest since the surgeon may frequently 
find unexpected demands upon his skill in meeting 
vicissitudes. It is not possible to know beforehand 
whether the mastoid operation may be little more 
than draining of an abscess or a matter involving 
many delicate structures. 
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THE OPERATIVE TREATMENT OF FRAC- 
TURES. 


The management of broken bones is, of course, 
as old as surgery itself, and yet it is far from being 
a closed chapter. The open treatment of frac- 
tures is at present occupying a very large part of 
our surgical literature, thanks largely to the fresh 
impetus given to it by the genius of Arbuthnot 
Lane. Led by his enthusiasm there is a number 
of surgeons who have come to regard fractures as 
largely, if not essentially, operative conditions. 
They would submit to open treatment all fractures 
in which complete reduction is not otherwise ob- 
tained. They advance as arguments for the liberal 
application of the operative treatment to fractures: 
I, that it is safe; 2, that it is simple; 3, that it in- 
sures good results; 4, that it avoids lawsuits based 
en x-ray pictures showing incomplete reduction. 


More conservative surgeons reply to these argu- 
ments: 1, that fracture operations possess cer- 
tain, however small, general risks inherent to all 
operations and special risks inherent to bone 
manipulations ; 2, that they are not “simple.” They 
require much experience, judgment and mechanical 
skill. In these days of glorified visceral surgery 


the youngster is far more at home in the abdomen 
than he is in the management of a bone or joint 
operation; 3, that, especially in the hands of the 
inexpert, and sometimes in those of the very skilled, 
the results of fracture operations are not always. 
good, and are sometimes quite bad; 4, that just as 
the laity has learned through the x-ray that mathe- 
matical reduction is rarely accomplished in the ordi- 
nary treatment of fractures, so is it learning that 
mathematical reduction is not essential to good 
function. 


As the opposite extreme to those radical and 
liberal in the use of the knife for fractures there 
are, thus, those very conservative, or even timid, 
who would reserve it for cases of non-union or 
palpable malunion. But surely the open manipula- 
tion of broken bones is on a sufficiently safe basis. 
to be warranted as a corrective in cases in which 
even moderate deformities mar the cosmetics of a 
good functional repair, and surely, too, a decided 
shortening of an extremity, especially the lower, is 
a good reason for open interference, however 
sound the union is or is expected to be. In frac- 
tures close to joints, especially of the head of the 
humerus, operation will also find a fair field since 
reduction with good function is here so often not 
otherwise to be obtained. 


In much of the recent open fracture work the 
Lane plate has played a conspicuous role. Metal 
bone plates are not new, but they are still on trial. 
The Lane plate usually serves admirably to mam- 
tain bone fragments in end-to-end apposition; but 
a good immediate result is not enough to show that 
the plate has done all that is expected of it and wil? 
do nothing more. Complaints have been made that 
the plate loosens into the surrounding tissues, that 
fracture by indirect violence has occurred through 
one of the screw-holes, that bowing of the frag- 
ments has occurred—perhaps because of insufficient 
callus formation not attributable to the plate. 


The metal plate, however immediately service- 
able, is not ideal. It possesses the objections in- 
herent to foreign bodies placed in the tissues. Ab- 
sorbable plates and screws—of métal or bone—if 
practical, would be better because, we take it, the 
bone splint ought not to have to serve as more than 
a temporary support. In fact, in many instances. 
the plate is needed to hold the fragments in align- 
ment only until the plaster dressing takes up this 
task, and we believe that the plate is unnecessary im 
those cases in which reduction, once accomplished, 
can be maintained manually until the dressing is 
applied. 
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Intramedullary splints possess certain obvious 
mechanical advantages over the plates, but metal 
and ivory columns thus used in the medulla are too 
apt to give trouble. Murphy has been using, with 
good results, an intramedullary splint made by 
chiselling a piece of bone from the patient’s tibia. 
Aseptically transferred such an internal splint is, 


of course, non-irritating. Murphy finds it is also 


osteogenic which, in cases of persistent non-union 
especially, would probably offer a great advantage 
over metal splints. An homologous intramedul- 
lary bone splint far more nearly approaches the 
physiological if not the mechanical ideal, it seems 
to us, than does the nonetheless very useful Lane 
plate—W. M. B. 


Surgical Suggestions 


A history of discomfort and oppression in the 
chest and throat after eating, relieved by induced 
vomiting, suggests cardiospasm. 

After a transpleural intrathoracic operation, as 
on the esophagus or lung, air-tight drainage of the 
pleural cavity must be provided for. 


The “safe triangle” or “interpleural space” for 
exposing the heart is at the left of the sternum be- 
hind the three lower costal attachments. 


In the removal of small foreign bodies there is 
a rule to make the incision at an angle to the long 
axis of the object, and when the latter is quite 
superficial this hoary advice is good. But when 
the object is buried more deeply, the incision should 
be made parallel to the underlying muscle fibers. 


If one end of a needle projects superficially, by 


squeezing the muscles in the proper direction, from 
beneath its deeper end, it can often be driven 
through the skin and extracted without incision. 


Unless a foreign body has been definitely local- 
ized at some distance from the point of entry, this, 
when known, should be included in the incision 
for removal, marking this spot for further refer- 
ence by a little nick in the skin. 


In the digits the dissection for a foreign body 
should be confined, if possible, to a quadrant 
bounded by the tendons in the median line and the 
vessels and nerve on each side. 


Surgical Sociology 


Ira S. Wile, M.D. 
Department Editor 


There are within the United States, according to 
the Twelfth Census, 8,833,994 negroes. A study of 
the various surgical conditions found, particularly 
in negroes, suggests the frequency of keloids and 
fibroids and similar other conditions involving con- 
nective tissue hypertrophy. The computed death 
rate of the non-Caucasian races in this country is 
34.2 as compared to 17.4 for the whites. In other 
words, in 1900 the death rate of the non-Caucasians 
was about twice that of the whites. 

It is interesting to take a single disease essentially 
surgical in its nature and observe the difference in 
mortality rate between the whites and the blacks. 
For example: The general death rate for appendi- 
citis in the registration area is 11.4 per hundred 
thousand population; for hernia and intestinal ob- 
struction 12.4. There are practically only two 
States, containing a large number of negroes, that 
belong to the registration area. North Carolina 
contains 7.1 per cent. of the total negro population 
and Maryland 2.7 per cent. In Maryland the death 
tate from appendicitis for the whites is 75, for the 
blacks, 25, while for hernia and intestinal obstruc- 
tion the whites have a rate of 117 as compared to 
29 for the blacks. In North Carolina the appendi- 
citis death rate is 35 for the whites as opposed to 
7 for the blacks, while for hernia and intestinal ob- 
struction the rate for whites is 21 as compared with 
13 for the blacks. 

For the purpose of comparison the following 
table is of immense interest, as showing succinctly 
the relative mortality rate for these two causes as 
it occurs in various registration cities of the United 
States. A few cities, such as Portland, San Fran- 
cisco and Los Angeles, are included in the list, al- 
though their color mortality represents more largely 


Mongolian types than negroes, 

Appendicitis struction——, 
White Colored) ‘White. Colored. 


66 74 


Cities. 


San Francisco, Cal. 


Atlantic City, N.J. 4 
New York, N. Y.. 609 
Cincinnati, O. .... 
Portiand, Ore. .... 22 
Philadelphia, Pa. .. 


2 
Los Angeles, Cal.. 47 I 47 3 
Wilmington, Del... 9 I 9 I 
District of Col’mbia 27 10 36 22 
Jacksonville, Fla... 5 I 3 3 
Atlanta, Ga....... 22 9 II 12 
Chicago, Til. ...... 320 5 248 13 
Indianapolis, Ind.. 30 3 38 4 
Kansas City, Kan. 9 us 12 I 
Louisville, Ky. ... 24 3 29 . 
New Orleans, La.. 33 15 93 44 
Baltimore, Md. ... 54 15 74 14 
Boston, Mass. .... 109 I gI 2 
St. Louis, Mo..... 67 7 108 7 
I 2 
8 20 
2 3 
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Charleston, S.C... 2 ne 6 5 
Memphis, Tenn,... 22 14 23 10 
San Antonio, Tex. 13 2 8 2 
Richmond, Va. ... 26 6 14 5 
Seattle, Wash. .... 39 I 21 


A momentary glance at this tabulation will serve 
to indicate that these two conditions have an ex- 
ceedingly low mortality among the colored as op- 
posed to that existing among the whites. This may 
possibly be accounted for on the basis that the reg- 
istration area contains too few negroes to make the 
calculation on the basis of 100,000 of any great 
value. It may also be urged that with the careless- 
ness in filing death certificates greater negligence 
occurs with the records effecting the colored races. 
Despite these two objections, it is patent that such 
uniformity of figures all point in the same direction. 
Reports from all sections of the country, from 
North Carolina and Maryland to those parts of the 
country sparsely peopled by negroes, seem to indi- 
cate that for some reason or other the mortality 
rate from these two surgical conditions is far less 
among the colored people than among the whites. 
The further inference must be made that the mor- 
bidity or the incidence of these conditions is far less 
among the colored people than among the whites. 


Book Reviews 


The Surgical Clinics of John B. Murphy, M.D., at 
Mercy Hospital, Chicago. Published Bi-monthly by 
W. B. Saunvers Co. (Philadelphia and London). 
Price per year, $8.00. Vol. I, No. 1, February, 1912; 
Vol. I, No. 2, April, 1912. 

The reviewer derived more information and inspiration 
from a single visit to Murphy at one of his clinics at the 
Mercy Hospital, Chicago, than from any other surgical 
demonstration he has attended. Murphy is, in the re- 
viewer's opinion, the leader in surgical thought in this 
country; his utterances at his clinics are freighted with 
wisdom and original observations in clinical surgery and 
surgical pathology. 

His clinics are well worth being recorded in permanent 
form, and the publishers of these bi-monthly issues of these 
clinics have undertaken a work of value to the profession. 
We say “have undertaken” advisedly, for the fulfilment of 
the plan leaves much to be desired, viz., editing. 

The reproduction of the clinics seems to lack nothing in 
completeness; indeed, being verbatim stenographic reports, 
they are quite too complete, but they are lacking in 
accuracy. 

As instances of mistakes: In the first case reported, 
Murphy refers four times to Handley’s lymphangioplastic 
operation, his studies in the metastatic spread of cancer, 
and his operation for breast carcinoma; and in each of 
these four references the name is spelled “Henle” (pages 
9, 10 and 18). This repeated error would not have es- 
caped Murphy’s eye, and so we may take it for granted 
that he did not edit the manuscript or supervise its prepa- 
ration—the one thing most needed to give it accuracy. 
On page 10, also, we find the word “either” where Murphy 
no doubt said “neither.” On page 14 is “carrying of the 


weight on the shoulder.” The shoulder carries little of 


the body weight; Murphy must have said “a weight,” not 
the weight.” On page 21, “I have in my office a specimen 
of that type (spondylitis) where everything except the 
atlas is bound to the sternum from that type of metastatic 
infection.” We cannot even attempt to explain what 
Murphy may have said when this was reported by the 
Stenographer. On page 57, “if we would inject a syringe- 


barrelful of infected virulent pneumococci,” etc. What a 
pneumococcus can be infected with is beyond our educa- 
tion. In the next sentence we read—“if we injected the 
other half of the same syringe barrel.” In his talk, while 
at work, Murphy might well have forgotten that he emp- 
tied the syringe barrel in the preceding sentence; but no 
desire to reproduce faithfully excuses such an inconsis- 
tency in print. And these sentences, too, were used in 
uttering a very important finding concerning joint infec- 
tions. It is a pity to have the presentation of serious 
surgical dicta spoiled by unconscious humor. 

On page 66, “This is all bone, but when one gets at the 
joint I do not know myself.” This was probably said, 
more or less disjointedly, while Murphy was chiseling. It 
should have been translated into “it will be difficult to 
determine when we get to the joint.” On page 77, “This 
man had a syphilitic chill, which gave him a triple X 
Wassermann.” It sounds like conferring a degree. By 


_ “triple X” we suppose is meant “triple plus” (+ + +) or 


“markedly positive’ Wasserman reaction. But did Mur- 
phy say, or if he did, did he mean that the “syphilitic” chill 
gave the man the “Wassermann”? 

A clinical talk delivered in the course of an operation and 
interrupted by various occurrences and distractions is 
bound to be full of repetitions and choppy sentences. 
These do not interfere with the value of the verbally con- 
ducted lesson; indeed, they may be quite necessary to it. 
But they should all be edited in the manuscript before 
being set down in cold print. 

In spite of inaccuracies and inelegances—the clear result 
of unedited stenographic reproduction—these “Surgical 
Clinics” are full of instruction and thought-stimulating in- . 
formation. They breathe of the master surgeon. They 
are worth reading and rereading. : 

Whether by accident or through an effort to improve, 
there are fewer mistakes in No. 2 (April number), as 
found on a hasty perusal, than in No. 1 (February num- 
ber), but it also needs pruning and revision. 

We would advise the publishers of these “Clinics” that 
the work can be made authoritative and therefore entirely 
acceptable only by being carefully edited—preferably b 
Murphy himself; and that if they are not edited they will 
be apt to find a place among the “humors of medicine.” ' 


Duodenal Ulcer. By B. G. A. MoynrHan, M.S, (Lond.), 
F.R.C Second Edition. Octavo; 486 pages; 78 il- 
lustrations. Philadelphia and London: W. B. Saun- 
pERs Company, 1912. 

The second edition of this monograph shows an actual 
enlargement of about 100 pages, but no great changes in 
the text. Moynihan draws the picture of duodenal ulcer 
with the same bold strokes as before. He does not 
modify the vigorous, unequivocal statements with which 
he described the symptomatology and diagnosis of this 
disease in the first edition. 

Following are the chief additions to his work that we 
have noted in this edition: . 

A second 3: summarizing the cases operated upon 
in 1909 and 1910. These were 115 in number, with only 
one operative death and two deaths later from other 
causes. The total of cases recorded is 305, operations, 302. 

Reference is made to bismuth in x-ray studies of Moyni- 
han’s cases for the past two years. The chief finding is 
the abnormally rapid emptying of the stomach—except -in 
cases in which an obstruction has developed. 

The chapter on differential diagnosis has been amplified, 
Moynihan confessing to a greater difficulty in distinguish- 
ing between gastric and duodenal ulcers than he did in 
the first edition. “Appendix dyspepsia” is also now, in- 
cluded for differential diagnosis. Tabetic crises and lead 
poisoning are briefly referred to. As before, cholelithiasis 
is regarded as most likely to be confused with duodenal 
ulcer, and most space is given to its differentiation. 

Moynihan now advises that in all operations for duo- 
denal ulcer, when it is feasible, the appendix should also be 
removed. “In approximately three out of four cases in 
my practise of the last two or three years,” he says, “there 
has been an ample warrant for this course in the diseased 
condition of this little organ.” Moynihan believes that 
the source of infection leading to gastric and duodenal 
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ulcer and cholelithiasis is often in the appendix—a theory 
to which the observations of Wm. Mayo gave direction, 
we believe. 

There is a new chapter of 20 pages on jejunal and 
gastro-jejunal ulcer, It adds little to our knowledge of 
this occasional sequel of gastro-enterostomy. 


The Surgery of Oral Diseases and Malformations. 
Their Diagnosis and Treatment. By Grorce VAN 
InceN Brown, D.D.S., M.D., C.M., Oral Surgeon to 
St. Mary’s Hospital and to the Children’s Free Hos- 
ital, Milwaukee; Professor of Oral Surgery, Southern 
Dental College, Atlanta, Ga. Large octavo; 740 pages; 
illustrated with 359 engravings and 21 plates, many in 
— Philadelphia and New York: Lea & Fesicer, 


The experience of the author in this particular line of . 
work has well qualified him as an authority on oral sur- . 


gery. Great labor has been expended in an effort to pre- 
sent the subject with sufficient broadness to cover all affec- 
tions directly and indirectly related, and yet to confine 
descriptive matter to facts that are essential to the fulfil- 
‘ment of the purpose of the work. 

In order to make the volume as complete as possible, the 
writer has described many allied conditions which are no 
more associated with oral surgery than surgery of any 
other part of the body. We refer to the chapters on 
hemorrhage and shock and on through to the pages on 
various oral diseases which are non-surgical. This is 
hardly a matter of criticism, except in so far as it adds 
to the unwieldiness of a rather large volume. 

The chapters on hare-lip and cleft palate are unusuall 
complete and show a mastery of the subject which is sel- 
dom found. They represent the chief part of the author’s 
life work. His conception of the presentation of these 
subjects is based upon extended observation of the con- 
fusing conditions which surround those who are called 
upon to treat such cases in the course of general practise. 

here is much diversity of opinion among writers as to 
the best methods of procedure, and the ill results of a 
wrong step in treatment are great and long continued. 
The clinical aspect has been kept constantly in view in 
order to provide a dependable source of information. 
Many original drawings illuminate this part of_the work 
and show each step in the various operations. In fact, in 
no volume of the past year have we seen so many beauti- 
ful colored plates, photographs and drawings which are of 
so much value in giving a clear idea of operative proced- 
ure. This one chapter of 95 pages is worth the price of 
the book and might well be magnified into a single 
monograph. 

We congratulate Dr. Brown on his most unusual achieve- 
ment in making recognizable the fact that diseases of the 
mouth is a branch of surgery of the utmost importance, 
well worthy of study and experimentation. 


Surgery of Deformities of the Face, Including Cleft 
Palate. By Joun B. Roserts, A.M., M. D., Professor 
of Surgery in the Philadelphia Polyclinic; Surgeon to 
the Methodist Hospital; formerly Assistant: Eye and 
Ear Surgeon to the Children’s Hospital, and Demon- 
strator of Anatomy in the Philadelphia Dental College. 

- Large octavo; 273 pages; 273 figures. New York: 
Wiuiam Woop & Co., 1912, 


The scope of plastic surgery has been constantly widen- 
ing, and the work that has been done formerly by quacks 
and beauty specialists is now transferred to the realm of 
scientific surgery. Roberts’ volume is a timely one, dealing 
as it does with the more important operations in connec- 
tion with deformities of the face. The author aptly says 
in his preface: “Further study has shown me an ever 
widening field for this department of surgical endeavor, 
and given rise to a consequent surprise that so many sorely 
afflicted persons fail to realize the present possibilities of 
rélief. Nature seems willing to aid the operator’s efforts 
in an astonishing degree, if he use skill and exercise pa- 
tience in showing her the way to exert her reparative 
forces.” 

The first chapter deals with the development of plastic 


surgery. This shows that the tendency has not been merely 
to remedy featural deformities, but to replace diseased 
parts in various ways. Muscles are now sutured so as to 
substitute others torn away by accident; nerve trunks are 
transferred to new positions; torn arteries are replaced; 
joints have been made permanently mobile by inserting 
flaps of fascia between the ends of their constituent bones; 
one bone has been replaced by another, etc., etc. The re- 
maining fourteen chapters deal with the correction of de- 
formities of the face. They are well written and well 
illustrated. 


A Manual of Surgical Treatment. By Sim W. Watson 
Cueyrne, Bart., C.B. D.Sc, LL.D. FRCS, F.RS., 
Hon Surgeon in Ordinary to H M. the King; Senior 
Surgeon to King’s College Hospital, and F. F. Burc- 
HarD, M.S. (Lond.), F.R.C.S., Surgeon to King’s Col- 
lege, and Senior Surgeon to the Children’s Hospital, 
Paddington Green, London. New (2d) edition. Thor- 
oughly revised and largely rewritten, with the assist- 
ance of T. P. Lecc, M.S. (Lond.), F.R.C.S., Surgeon 
to the Royal Free Hospital; Assistant Surgeon to 
King’s College Hospital, and ArtHur Epmonps, M.S. 
(Lond.), F.R.C.S., Surgeon to the Great Northern 
Central Hospital. In five octavo volumes, containing 
about 3,000 pages; illustrated with about 900 engrav- 
ings. Philadelphia and New York: Lea & Fesicer, 
1912. Price, cloth $6, net, per volume. , 


Volume II of this new edition has recently been issued. 
It deals with the surgery of the skin and subcutaneous 
tissues, the nails, the lymphatic vessels and glands, fasciz, 
bursal, muscles and tendons, nerves, bloodvessels, frac- 
tures, diseases of bones and amputations. 


Abhandlungen iiber Salvarsan. Gesammelt und mit 
einem Vorwort und Schlussbemerkungen herausge- 
geben von Pror. Exuruicn, Wirkl. Geh. Rat 
Direktor des Instituts fiir experimentelle Therapie. 
Band.JI. 606 Seiten, mit 4 Tafeln und 29 Figuren. 
a J. F. Leumann, 1912. Geh. Mk. 10, geb. 


This volume contains the publications about salvarsan 
which appeared principally in the Miinchener medizinische 
Wochenschrift during the year 1911. It offers a good re- 
view of the present status of salvarsan treatment and its 
development during that year. 

The introduction and the concluding chapter, written by 
Ehrlich himself in his lucid and convincing manner, de- 
serve special mention. He dwells at length upon the 
“neurorecidives” which undoubtedly are of a syphilitic 
nature. They have gradually diminished in number since 
an early and energetic treatment with salvarsan alone or 
combined with mercury has been instituted. Ehrlich 
properly remarks that the possibility of an abortive treat- 
ment of syphilis by the energetic use of salvarsan in the 
earliest stage has been proven. [The reviewer has quite a 
series of cases which were injected in the primary stage. 
A number of them have been followed up for over a year; 
repeated Wassermann reactions have proven negative and 
no secondary symptoms have appeared. He is so much 
convinced that we have in the early stage an abortive 
treatment at our disposal that he considers it an unpar- 
donable sin of omission if we do not avail ourselves of this 
wonderful remedy.] Ehrlich reviews all the fatal cases 
that have been brought to his notice. A considerable per- 
centage of them concerned patients who would have suc- 
cumbed to the progress of the disease; the injection simply 
precipitated the fatal outcome. In a large number of other 
cases death was due to the use of non-freshly distilled 
water (“water fault”), the injection of too large a dose in 


conjunction with pre-existing organic diseases such as 


hepatitisgummatosa, nephritis, diabetes and ulcul ventriculi, 
or to technical mistakes either in the injection or in the 
after-treatment. The toxicity of salvarsan is very much 
increased by oxidation. Ehrlich insists on the use o 
freshly distilled water, and admonishes us to prepare the 


solution immediately before the infusion in order to avoid 


oxidation. [The reviewer has knowledge of a fatal case 
in the practise of a colleague where a salvarsan solution 
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was transported from one institution to another and con- 
siderable time had elapsed between preparation and intra- 
venous injection.] The reviewer has derived a vast amount 
of instruction from this article of Ehrlich, and recom- 
mends its careful perusal to all those who are interested in 
the use of salvarsan. 


Der Chirurgische Operations Kursus. By Pror. Dr. 
Victor SCHMIEDEN, Privat Dozent of Surgery in the 
University of Berlin; Assistant in the Royal Univer- 
sity Clinic. With a Foreword by Prof. Dr. A. Bier. 
Second Enlarged and Improved Edition. Octavo; 
380 pages; 435 illustrations. Leipzig: JoHANN Am- 
Brosius Bartu, 1912. Price, $2.90. 


The first edition of this work, prepared for students and 
practitioners, appeared two years ago, and was reviewed 
in THE AMERICAN JOURNAL OF SuRGERY. We then called 
attention to the simple, easily understood descriptions of 
the operations, to the beautiful illustrations scattered 
through the work, and gave our opinion that the book was 
an exceedingly valuable one for both medical students and 
practising physicians. The second edition serves to 
strengthen our opinion. The main sections of the book 
remain unchanged. But the chapters on cerebellar opera- 
tions, excision of the tongue, pharyngotomy, and gastro- 
intestinal operations have been revised and enlarged. New 
chapters on bone-suture, puncture of the joints, extraction 
of teeth, and extirpation of the cervical glands have been 
added. The 81 illustrations that have been added are of 
the same quality as those of the first edition. 

An English translation of this second edition of Schmie- 
den’s work will soon appear. 


Diseases of the Genito-Urinary Organs and _ the 
Kidney. By Rosert Hormes Greene, A.M., M.D., 
Professor of Genito-Urinary Surgery, Medical Depart- 
ment of Fordham University; Genito-Urinary Surgeon 
to the City and to the French Hospital, New York 
City; and Harrow Brooks, M.D., Assistant Professor 
of Clinical Medicine, University and Bellevue Hospital 
and Medical School; Visiting Physician te the City 
Hospital and to the Montefiore Home fot Chronic 
Invalids, New York City; Consulting Pathologist to the 
Muelenberg Hospital, Plainfield, and to the Hackensack 
Hospital, N. J. Third Edition, revised and enlarged. 
Octavo ; 639 pages; 339 illustrations. Philadelphia and 
London: W. B. Saunpers Company, 1912. Cloth, 
$5.00 net. 


The unusual combination of surgeon and pathologist and 
physician in the writing of a book has been a successful 
one, for this is the third edition of Greene and Brooks‘ 
work that has appeared within five years. The success is 
a deserved one, for the surgical, pathological and medical 
aspects of genito-urinary diseases have been very appro- 
priately blended. The book is a practical one, written for 
the general practitioner and surgeon. No attempt has been 
made to present a complete treatise on the subject, most 
of the space being devoted to the important and commonly 
encountered affections. The new edition incorporates those 
recent advances in the field which, in the author’s opinion, 
have been sufficiently tested to demonstrate their value. 
In this connection it is with some surprise that we note 
the paragraph on treatment of intravesical papillomata 
with the high frequency current (Oudin) on page 69. Al- 
though the authors have elsewhere given due credit to the 
originators of methods of. treatment, no mention is here 
made of Beer. Recent advances in the treatment of in- 
continence of urine in children have not been noted in 
this edition. The minor criticisms do not detract from 
the excellence that Greene and Brooks’ work has now at- 
tained. It is greatly improved over its first edition. 


Compendium of Diseases of the Skin. Based on an 
nalysis of Thirty Thousand Consecutive Cases, with 

a Therapeutic Formulary. By L. Duncan BULKLEY, 
A.M., M.D., Physician to the New York Skin and 
Cancer Hospital; Consulting Physician to the New 
York Hospital: Consulting Dermatologist to the Ran- 
dall’s Island Hospital; to the Hospital for Ruptured 
and Crippled, and to the Manhattan Eye and Ear 


Hospital, etc. Fifth Edition, revised. Duodecimo; 
286 pages. New York: Paut B. Hoeser, 1912. 
Price, $2.00. 

This little book, now in its fifth edition, is designed to 
serve simply as a very brief compend of the various dis- 
eases of the skin. The diseases are grouped under the nine 
following heads: Parasitic, glandular, neurotic, exanthe- 
matous, exudative, hemorrhagic, hypertrophic, atrophic and 
neoplastic. Special emphasis is laid on diagnosis and 
therapy and no attempt is mode to more than touch upon 
pathology. Newer procedures, such as the Wassermann 
reaction or the administration of salvarsan, do not re- 
ceive much attention. The dermatological formulary ap- 
pended to the book will be found of much value, particu- 
larly in view of the fact that it has been used by the 
author in such a very large number of cases. 


Lateral Curvature of the Spine and Round Shoulders. 
By Rosert W. Lovett, M.D., Boston, Assistant Pro- 
fessor of Orthopedic Surgery, Harvard Medical 
School; Associate Surgeon to the Children’s Hospital, 
‘Boston; Surgeon to the Infant’s Hospital, Peabody 
Home for Crippled Children, and Massachusetts Hos- 
pital, Canton, etc. Second Edition, revised and en- 
larged. Small octavo; 192 pages; 171 illustrations. 
Philadelphia: P. Biaxiston’s Son & Co., 1912. 

The title of this volume gives the impression that it is 

a highly technical one, suited for orthopedists only. Such 
is not the case, however, for the author appears to have 
been at pains to present his subject to general practition- 
ers, medical students and teachers of physical training, 
although he does not expressly state this. Lovett’s book is 
not a compilation of facts and theories of the biology and 
treatment of lateral spinal curvature, but, very largely, the 
expression of his own views and the principles gleaned 
from his personal experience. The book is theréfore a 
valuable one for all interested in the subject, and most 
physicians should surely be interested in this commonly 
met and oft-times distressing deformity. As above indi- 
cated, the text is concise and simple. Each of the illustra- 
tions is readily understood. The publishers have done 
their share in preparing the second edition in an attractive 
style. 


The Immediate Care of the Injured. By Axzert S. 
Morrow, M.D., Adjunct Professor of Surgery in the 
New York Polyclinic; Attending Surgeon to the 
Workhouse Hospital and to the New York City Home 
for the Aged and Infirm. Second Edition, revised. 
Small octavo; 354 pages; 242 illustrations. Philadel- 
phia and London: W. B. Saunvers Company, 1912. 
Price, $2.50 net. 

In this second edition the author has carried out the 
scheme of the first edition, with the addition of some new 
matter and the elimination of some of the old material. 
The book is written for the layman who wishes to be pre- 
pared to render “first aid” in emergencies. It is well 
suited to its purpose, for the subject matter is most ad- 
mirably presented. In his preface and throughout the 
volume the author emphasizes that the “book is not in- 
tended to supplant the physician or surgeon, but is de- 
signed solely as a guide in emergencies until the arrival 
of medical aid or when such aid cannot be procured.” 


Books Received 


Primer of Hygiene. By Joun W. Ritcnie, Professor of 
Biology, College of William and Mary, Virginia, and 
osePpH S. CaLpweELL, Professor of Biology, George 
eabody College for Teachers, Tennessee, Duodecimo; 
184 pages; illustrated. Yonkers: Wortp Boox Co., 1910. 
Manual of Artificial Limbs. Artificial Toes, Feet, Legs, 
Fingers, Hands, Arms, for Amputations and Deformi- 
ties, Appliances for Excisions, Fractures and other 
Disabilities of Lower and Upper Extremities, Sug- 
gestions on Amputations, Treatment of Stumps, His- 
tory, etc. An Exhaustive Exposition of Prothesis. 
New York: A. A. MARKS, IQIO. 
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A Résumé of Recent Literature. 


Pharyngeal Insufflation, a Single Method of Artificial 
‘Respiration. A Preliminary Note. S. J. MELTZER, 
New York. Journal American Medical Association, 
May 11, 1912. 

In a preliminary note Meltzer describes under the above 
name a new method of artificial respiration. In its sim- 
plest form it consists (1) in the introduction of the cathe- 
ter into the pharynx; (2) pulling out the tongue; (3) 
pressing the suprahyoid region against the roof of the 
mouth; (4) putting the abdomen under constant pressure, 
and (5} connecting the catheter with a bellows. When 
air is thus introduced into the pharynx its escape other- 
wise than into the lungs is hindered by pressure in the 
suprahyoid region and by the abdominal compression. He 
has experimented on four species of animals, dogs, cats, 
rabbits and monkeys, and chiefly on the first two, and 
found it efficient in keeping up the life of perfectly 
curarized animals for many hours in a perfectly normal 
manner. The method was also found effective in bring- 
ing about an ether anesthesia easily and readily. The 
real test of it will have to be made, however, on human 
beings, and when carried out with care it can certainly 
do no harm. The tube to be inserted into the pharynx 
should be a 15-American (or 22-French) catheter. It 
should be introduced about five and one-half inches from 
the teeth, the tongue should be pulled out and held by a 
tongue forceps, a pad about one inch thick placed under 
the chin and suprahyoid region and pressed upward by a 
bandage, tied first only moderately firmly, over the head. 
A weight, about 13 pounds, is placed over the abdomen, 
then the tube should be connected with the bellows and 
the compression begun, not too forcibly, nor over 10 or 
12 times a minute. Instead of a bellows an oxygen 
tank might be used with a _T tube in the connection be- 
tween it and the catheter. The closing and opening of the 
open branch of the T tube for about two and three sec- 
onds, respectively, will cause inspiration and respiration. 
For the resuscitation of new-born infants a similar ar- 
Tangement can be employed, using the rubber bulb of an 
atomizer and proper sized catheters in the pharynx and 
stomach. This method would also probably be sufficient 
for the resuscitation of babies one or two years old. 


Itratracheal Insufflation Anesthesia. C. 
Wootsey, Brooklyn. New York State Journal of 
Medicine, April, 1912. : 

In a very interesting article reviewing the subject of in- 
sufflation anesthesia, Woolsey concludes that it is a safe and 
very useful procedure. “The two fields in which it is of value 
are, first, where acute pneumothorax demands the per- 
fection of the ea g of intrapulmonary pressure; sec- 
ond, where tracheal insufflation of anesthetic vapor is the 
important factor and more than minimum pressure is a 
secondary consideration. The first field, in other words, 
being that of intrathoracic surgery and the second that of 
anesthesia in general.” The indications for the use of 
intratracheal anesthesia are: 

1, Intrathoracic surgical cases where its positive intra- 
pulmonary pressure prevents acute pneumothorax. 

2. Especially useful in that class of cases where the ob- 
struction to breathing exists in the airways between the 
teeth and the trachea from collapsed ale nasi, recedent 
jaw and tongue, paralyzed soft palate and glottis, and in 
whom narcosis is generally maintained in spite of serious 
anoxemia. 

3. In those cases whose factor of safety is lowered by 

e or disease. Here the laborless respiratory exchange 
of tracheal insufflation draws less than other procedures 
on the narrow magin of safety. 

4. In all operations about the oral or nasal cavities of 
serious nature, where aspiration of blood and tumor ma- 
terial would be a dangerous factor. 

Although heretofore ether vapor has been used as the 
anesthetie in insufflation, the author makes use of oxygen 


and nitrous oxide with good results. His conclusions are: 

Tracheal insufflation anesthesia offers the best available 
conditions for progress in surgery of the thoracic cavity. 

Nitrous oxide and oxygen can be successfully ex- 

hibited through the intratracheal tube. Its already ac- 
quired reputation for safety plus the apparent ideal me- 
chanical conditions for its use herein suggested opens a 
field for still further reducing the toxemia of the anes- 
thetic state. 

3. Unfavorable results that have been reported have had 
their origin in easily remedied faults of technic. Use no 
force in the introduction of the tracheal tube. 


Mark the tube at a point 26 centimeters from its end 
and introduce the tube so that this mark is opposite the 
teeth. Use only the lowest concentration of ether com- 
patible with narcosis. Never insufflate without an efficient 
and suitable mercury manometer and safety valve that will 
register a maximum of 20 milimeters of mercury. Never 
intrust so complicated a procedure to a nurse. 


Chloretone as a Preventive of Postanesthetic Vomiting. 
L. W. Bicxte, Adelaide. The Therapeutic Gazette, 
March 15, 1912. 

Bickle highly recommends the administration of 15 
grains of chloretone in a capsule, one and a half hours 
before an operation. He has used this procedure since 
1900 and has found that post-anesthetic vomiting is prac- 
tically done away with; that much less anesthetic is 
needed; that shock is considerably lessened, and that 
nourishment can be taken as soon as the patient becomes 
fully conscious. He has seen no evil effects from the drug 
excepting occasionally slight dizziness before the opera- 
tion. 


Rupture of Pyosalpinx as a Cause of Acute Diffuse 
ulent Peritonitis. WaALterR M. BrickNER, New 
— Surgery, Gynecology and Obstetrics, May, 


Brickner reports an interesting case of diffuse purulent 
peritonitis from rupture of a pus-tube (gonorrheal and 
puerperal), associated with appendicitis, and followed by 
fecal fistula and septic pneumonia; operation; recovery. 


He totals the cases as 91 in number and analyzes their 
mortality and clinical varieties. He calls attention espe- 
cially to the fact that in many of these cases there is a 
history of repeated attacks of pain for a week or so before 
the attack that marks the rupture. These attacks he con- 
siders of great diagnostic importance, “for in a case of 
pyosalpinx they suggest impending rupture and the need 
of operation, and in a case of acute purulent peritonitis of 
unknown origin they suggest the possibility of a ruptured 
pus-tube.” 

“The diagnosis of peritonitis due to a ruptured hollow 
organ is easily provided by the history of sudden, violent 
pain and collapse or weakness, followed by great or entire 
relief of pain and the development of peritonitis signs and 
symptoms. Towards the recognition of a ruptured pus-tube 
as the source of such a peritonitis the most important 
thing is to bear in mind its occasional occurrence, and to 
consider it after the appendix, gall-bladder, the bowel and 
the stomach. Localization of the pain and tenderness low 
down in the iliac region, perhaps the presence of an 
ovarian head zone, the history of gonorrhea, of recent 
pregnancy or of uterine instrumentation, are all suspicious 
of tubal disease, which suspicious are fortified if there is 
great tenderness and a mass or fullness in the vaginal 
fornix—especially if it be on the left side, where an ap- 
pendix abscess is not likely to be found. If the patient 
is known to have had a pyosalpinx, especially if it has been 
giving such evidences of activity as repeated attacks of 
pain, the diagnosis of ruptured pus-tube is presumptive. 
Finally, if a previously palpated tense tube is now felt 
flaccid or collapsed, the diagnosis may be made with 
assurance.” 

Brickner thus summarizes his article: | 

“Rupture into the free peritoneal cavity is an uncom- 
mon complication of pyosalpinx or tubo-ovarian abscess. 

“Its occurrence is too infrequent to gainsay the conserv- 
ative treatment of tubal infections. Z 

“Tt is common enough, however, to be always borne in 
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mind in the management of tubal supurations, not only 
those of the chronic type, but also the acute cases, gon- 
orrheal and non-gonorrheal. 

“Attacks of severe pain and fever, repeated within a 
short time, should suggest the possibility of impending 
rupture and the desirability of replacing conservative with 
operative treatment. 

“The prognosis of such a rupture is increasingly grave 
with the lapse of time. Statistically, about 90 per cent. of 
those operated upon within 24 hours have recovered. 

“The ruptured tube should be removed at the operation, 
if the patient’s condition does not forbid.” 


Treatment of Pruritus Ani and Vulvae. C. E. Camp- 
BELL, Harsfall, Newquay. British Medical Journal, 
March 16, 1912. F 

The author reports two cases of protracted pruritus 

completely cured by the administration of urotropin (10 

grs. three times daily) internally. He claims to have ob- 

tained the same happy result in other cases. 


Failure of the Colon to Rotate. C. H. Mayo, Rochester, 
Minn. Medical Record, March 2, 1912. 

In early fetal life the colon is’ on the left side of the 
abdomen. Later a rotation of the colon occurs around 
the mesentry of the small intestine, the cecum passes 
across the duodenum to the right hepatic nosition, descend- 
ing to the right iliae fossa. The colon may cease to rotate 
at any point in its progress and give rise to a number of 
congenital abnormalities, which Mayo in this paper sum- 
marizes. He reports five cases representing various forms 
of such abnormalities met at the Rochester clinic in the 

_ past two years. (1) Acute gangrenous appendicitis in the 
left iliac fossa. (2) Chronic appendicitis in the left iliac 
fossa. The cecum and ascending colon were on the leit 
side. (3) In operating for cholecystitis the absence of 
the cecum and the ascending colon on the right side was 
noted, these structures being found on the left side. (4) 
Subacute appendicitis, with the appendix and ascending 
colon on the left side. (5) Case of left-sided appendix, 
cecum and ascending colon. 


The Treatment of Ulcers of the Leg. (Zur Behandlung 
der Unterschenkelgeschwuere). A. LINDEMANN, Essen. 
Deutsche Zeitschrift fiir Chirurgie, April, 1912, Parts 
V and VI. 

On the basis of a large series of cases of ulcer of the 
leg in which the author methodically applied the various 
methods of treatment he now treats the cases in a way 
which is both conservative and ultraradical. For small 
ulcers he curets the surface and then applies a zinc-gela- 
tin dressing. Moderately severe ulcers are treated by 
curetting (sometimes excising) the lesion and then apply- 
ing Thiersch skin grafts. If varicosed veins are very pro- 
nounced they are to be removed through several small 
incisions. Cicvamiciaion of the ulcer or the spiral in- 
cision of the whole calf, as advised by. many surgeons, 
have not given Lindemann satisfactory results. Amputa- 
tion must be considered in severe instances of ulcer of 
the leg in working people when they cannot be cured or 
telieved after many months or years of treatment and are 
incapacitated from work as a result of the ulcer. This is 
especially the case in the presence of elephantiasis. 


The Bone Lesions Accompanying Chronic Leg Ulcers. 
W. P. Congs, Boston. Boston Medical and Surgical 
Journal, March 14, 1912. 

1. Long-continued ulceration of the leg, whether vari- 
cose, specific or undetermined, is often accompanied by 
extensive changes in the underlying long bones, often only 
demonstrable by radiographs. These changes may be 
specific or non-specific. A careful examination and 
thoughtful interpretation of the radiographs will differen- 
tiate the specific from the non-specific bone lesions. 

2. These underlying lesions of bone are of great impor- 
tance as regards treatment, as they occur too commonly 
to be ignored or passed over as occasional. 

_ 3. Do the ulcers of the soft parts cause the bone condi- 

tion or do the bone lesions cause the ulceration of the 

soft parts? Cones is inclined to think that in the long- 
continued ulceration this finally has its effect on the perios- 
teum, In the specific cases he believes the bone process is 


not by direct extension in the majority of cases, but the 
bone lesions are an index, as it were, of the probable char- 
acter of the ulceration of the soft parts. Some cases, how- 
ever, undoubtedly arise from direct extension of a specific 
Process in the periosteum, extending outward to the soft 
tissues and forming an ulcer. 

4. Iodide of potassium will help both kinds, specific or 
non-specific, many of these cases having a high blood 
pressure. 

5. All cases of leg ulcers should have radiographs taken 
of the underlying bones and be carefully tested for tabes. 
Many of them which are supposed to be varicose on ac- 
count of accompanyine varicose veins are really specific. 


A Preliminary Report on a New Antiserum for Cancer. 
W. N. Berxetey and G. P. Besse, New York. 
Medical Record, March 16, 1912. 

_ The antiserum is obtained by injecting cancer extract 
into an alien mammalian species. Ford reports in detail 
sixteen cases of cancer treated with injections of this 
serum. The authors claim a cure in only one case (carci- 
noma of the base of the bladder, following carcinoma of 
the uterus), but owing to the absence of pathological ex- 
amination of this supposed cancer, the case cannot be re- 
garded as valid. In another case of carcinoma of the 
breast there has been a diminution in size of the growth, 
associated with general systematic improvement. The 
other cases were slightly, if at all, benefited. At all 
events, the authors seem encouraged and believe that 
further work is warranted along the same lines. 


Leukemic Tumors of the Breast Mistaken for Lympho- 
Sarcoma. C. A. McWitiams and F. M. Hangs, 
New York. American Journal of Medical Sciences, 
April, 1912. 

A young woman, 33 years old, was admitted to the hos- 
pital for a small tumor in the right breast. The growth 
was removed and the pathological examination showed 
“lymphoma.” Five months later the mass recurred in the 
old scar and at the same time two or three other lumps 
appeared in the same breast. A few weeks later other 
tumors appeared in the left breast. The spleen were not 
enlarged, nor were there any larger lymphatic nodes, ex- 
cept a mass the size of a hickory nut in the right axilla. 
The diagnosis of sarcoma was made and radical amputa- 
tion of both breasts was done. The pathologist reported 
lympho-sarcoma. One week later, at the suggestion of the 
pathologist, a blood examination was made which revealed 
a pronounced leukemia. The patient died and the autopsy 
ee the diagnosis. The lesson this case teaches is 
obvious. 


Personal Observations and Deductions as to the 
Pathogenesis and Surgical Treatment of Epilepsy, 
Based Upon a Series of 63 Cases. CHaries H. 
Frazier, Philadelphia. The Therapeutic Gazette, 
March 15, 1912. 

Frazier, after discussing the various types of epilepsy 
and the pathological conditions causing them, comes to the 
following conclusions: 

1, The development of the surgical treatment of epilepsy 
has met with many impediments, among which should be 
mentioned: (a) The uncertainty as to the origin of the 
attacks; (b) the multiplicity of the pathological lesions; 
(c) the positive findings in some cases and negative find- 
ings in others. 

. In a larger percentage of cases than has been hitherto 
appreciated, some pathologic lesion of the exposed cortex 
has been found. 

3. Operative intervention should be regarded as justifi- 
able: (a)In traumatic epilepsy with external evidence of 
an injury; (b) in traumatic epilepsy without external evi- 
dence of an injury when the nature of the attacks or the 
symptoms immediately following the injury indicate the 
seat of the lesion; (c) in all forms of Jacksonian epilepsy 
of whatever origin; (d) in general epilepsy where the 
suggestion of a focal lesion may be found by a careful 
physical examination before or after the attacks in some 
disturbance of motion, sensation, or reflexes. 

4, The operative procedure must be adapted to the 
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character of the lesion: (a) Cranial defects should be re- 
paired; (b) focal lesions, such as cysts, tumors, etc., 
should be removed; (c) edema, a very common lesion, 
calls for some method of drainage; (d) in Jacksonian 
cases without lesion the cortical center should be excised; 
(e) in idiopathic epilepsy without focal symptoms or 
lesions. Kocher’s decompression deserves consideration. 

5. The value of the operation may be measured in terms 
‘of improvement or cure. Either should be considered as 
justifying the operation. 

6. Gratifying results may be anticipated in at least 10 to 
25 per cent. of cases. 


Treatment of Myoma by Réntgen Rays. (Zur 
Réntgenbehandlung der Myome). E. Fatx, Berlin. 


The Specific Influence of the Réntgen Rays Upon 
Myoma Tissue. (Der Specifische Einfluss der Ront- 
gensirahlen auf das Myomagewebe). E. GRAFENBERG, 
an Berliner Klinische Wochenschrift, April 29, 
1912. 

The great value of x-rays in the treatment of certain 
forms of myoma of the uterus has been abundantly dem- 
onstrated by numerous observers. The value is shown in 
improvement in subjective symptoms, relief of meno and 
metrorrhagia, and diminution in the size of the tumor. 
Graferrberg discusses the reasons why the x-rays are of 
benefit. There has been the question as to whether the 
#-rays act on the myoma proper or on the ovaries, caus- 
ing premature menopause. Grafenberg believes that the 
rays have a specific action on the myoma itself. This is 
proven by the diminution in sign of the tumor in many 
cases and by the fact that good results are obtained in 
patients who have passed the menopause. Falk describes 
the medicines for treatment. Rapid growth is a contra- 
indication, as are also submucous myomata. He doesn’t 
believe that myomata in young women should be treated 
by #-rays, owing to the fact that the function of the 
ovaries, which can be preserved by operation, will be de- 
stroyed. Myoma complicated by diseased adnexa are also 
contraindications to treatment by x-rays. The best results 
are obtained in interstitial myomata in women past 50 in 
whom there are no strong indications for operation. 


The X-Ray Diagnosis of Ulcer of the Stomach. (Zur 
Roéntgendiagnose des Magengeschwiirs). Dr. Fritz 
Ester, Vienna. Muenchner Medizinische Wochen- 
schrift, March 26, 1912. 


Eisler made the observation in his x-ray studies that 
small ulcerations and erosions of the stomach cause spas- 
tic contractions, as well as large ulcers. The picture as 
seen under the screen resembles that of an hour-glass con- 
traction, except that in the case of the small lesions the 
constriction at the greater curvature is only momentary. 
This is best seen when the stomach is almost entirely 
empty and upon swallowing a small quantity of concen- 
trated bismuth emulsion. Larger quantities obliterate the 
contracted area and pressure over the stomach and catises 
it also to disappear. The patients almost always indicate 
the point of pressure exactly where the diseased area, as 
indicated by the spasm, is located. This pressure point, 
felt most keenly when the stomach is empty, disappears 
after filling, and is regarded by Eisler as of special sig- 
nificance. 


The Use of Unattached Flaps of the Fascia Lata for 
Purposes of Mobilizing Ankylosed Joints. D. 
Pupovac, Vienna. Wiener Klinische Wochenschrift, 
April 4, 1912. 

Pupovac reports a case of complete horny gas 1 of 
the elbow due to an old articular rheumatism. ter di- 
viding the ankylosis and trimming the ends of the bones 
to form as nearly as possible the normal contours, he 
resected a portion of the fascia lata and covered the 
lower end of the humerus with it. The wound healed 
pr primam, and at the end of two months the patient has 

0 degrees of spontaneous motion in the elbow and is well 
satisfied with the result. Pupovac recommends the method 
because of its simplicity. ‘ 


The Surgical Treatment of Congenital Hypertrophic 
Stenosis, with Report of Case. G. E. Gavin, Mobile, 
Ala. Southern Medical Journal, May, 1912. 

Gavin adds another case to the list of those successfully 
treated by operation. The baby here described began to 
vomit when two days old and continued until seven weeks 
old, when it was operated upon. The interesting feature 
of the case is that although all the typical symptoms of 
hypertrophic stenosis of the pylorus, such as active visible 
peristalsis, projectile vomiting, constipation and marked 
loss of weight, were present, nevertheless no tumor was. 
palpable. The reason for this is well shown in the illus- 
trations accompanying the article, where it is seen that the 
liver completely overlaps the large, prominent pyloric 
tumor.. 


The Surgical Treatment of Bright’s Disease. Samuet 
og New York. Southern Medical Journal, April, 
12. 


In this paper Lloyd reports 18 cases of Bright’s disease 
treated by the Edebohls decapsulation operation. Six of 
these were operated upon by Edebohls himself in the two. 
years before his death,in 1908. The other 12 were done 
by Lloyd. The results in these 18 cases were: 


Died within two weeks......... 2 (111-9 %) 
Died later (unimproved).......2 (111-9 %) 


The cases called “cured” were only considered so when 
Edebohls’ rule could be strictly applied to them. This 
rule is: “The urine must remain free from albumen and 
casts, and the daily urea output be normal (or approxi-. 
mately so) for a period of at least six months following 
the verification of the disappearance of the albumen and 
casts, and the patient must be free from the symptoms of 
chronic Bright’s disease from which he or she formerly 
suffered.” 

Many of the cases are reported in detail and show very 
remarkable recoveries from what appeared surely impend- 
ing death. In all cases both kidneys were decapsulated, 
following the practise of Edebohls of always decapsulating 
the other kidney when a nephritis is found on one side 
without any local apparent reason for the change. : 

Lloyd believes that renal decapsulation is indicated in 
all varieties of chronic nephritis in the absence of condi- 
tions absolutely contraindicating any surgical procedure. 


Torsion of the Kidney; Report of Two Cases with 
Operation. Howarp LitientHAL, New York. Amer- 
ican Journal of Dermatology and Genito-Urinary 
Diseases, May, 1912. 

Lilienthal describes two very unusual cases, both occur- 
ring in elderly women; the symptoms were severe abdomi- 
nal pain, fever, nausea, vomiting and the appearance of a 
right hypochondriac mass increasing in size. In both 
cases the involved kidney was found so engorged and con- 
gested that necrosis seemed imminent, and nephrectomy 
was done. One of the cases was cystoscoped before opera- 
tion and compléte absence of urinary secretion on the af- 
fected side was noted. Of interest was the fact that in 
neither of the cases was strangury a symptom. Both pa- 
tients made good recoveries. 


The Destruction of Tumors of the Urinary Bladder 
by a High-Frequency Current Effect, Known as 
Desiccation. B. A. Tuomas, Philadelphia. Surgery, 
Gynecology and Obstetrics, April, 1912. 


Thomas reports four successful cases of papilloma of 
the bladder treated by the Oudin current as recommended 
by E. Beer. From a study of his cases, Thomas con- 
davies 1. High-frequency desiccation promises to be the 
method of the future for the treatment of papillomata of 
the bladder. 2. The coil seems as effective as the static 
machine for the generation of the high-frequency current. 
3. The Oudin current possesses no selective action for 
pathological tissue, as has been claimed, and will destroy 
normal tissue with equal readiness. 4. Recurrences and 
metastasis prothise to be less frequent than by either supra- 
pubic or intravesical incision, and, even should they occur, 
are far more amenable to a repetition of similar treatment. 
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